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$ NH, NH, HCI NH, NH, 
> NoCl 
¢ 
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consisting of many takes up excess acid neutralised by in original form 
> of the above amino STOMACH acidity intestinal alkali 
> styrene units reduced to normal 


for acid control 


Styrion, the Glaxo antacid, has proved a reliable pattern 
for the correction of hyperacidity for two good reasons 


. .. its therapeutic efficiency, and its safety in action. 
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Styrion is polyaminostyrene, an ‘ion exchange’ 
resin. It combines with excess acid to form 
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Styrion brings nothing but relief. 


GLAXO STYRION TABLETS 


TRADE MARK 


each tablet contains 0.4 Gram polyaminostyrene 


Dosage: 2 to 4 tablets (repeated if necessary) to be chewed and swallowed with a drink of oe wr) 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX, ENGLAND 
Subsidiary companies or agents in most countries 


* 


1956 
| 
j 
i 


«4. 


Juty 21, 1956 


BRITISH MEDICAL JOURNAL 


Keen eye... steady hand 
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LONDON SATURDAY JULY 21 1956 


THE PURPOSE OF MEDICAL EDUCATION* 


BY 


G. W. PICKERING, M.D., F.R.C.P. 
Professor of Medicine, University of London; Director, Medical Unit, St. Mary's Hospital, London, W.2 


It has been remarked by an intelligent observer from 
across the seas that no country has produced so many 
excellent analyses of the present defects of medical 
education as has Britain, and no country has done less 
to implement them. It seems to me that this arises partly 
from our national conservatism, but chiefly because we 
have devoted too little thought to the true purpose of 
medical education, and thus omitted to select a yardstick 
against which to measure the virtues and defects of our 
system. My object here is to outline what I conceive 
to be the purpose of medical education and to discuss 
in general terms why this purpose has not been achieved. 
I can best introduce my subject by quoting from the 
Report of the Royal Commission on the University of 
London (1913) which, under the chairmanship of Lord 
Haldane, produced one of the most penetrating docu- 
ments in the history of medical education. 

“We must, in the case of the Faculty of Medicine, as in 
the case of other Faculties, consider what steps it is neces- 
sary to take in order to place the best teaching upon a real 
university basis... . We cannot, however, deal with the 
Faculty of Medicine on exactly the same lines we have 
followed in the case of other Faculties, such as those of Arts 
and Science. In those Faculties, the provision for teaching 
of the highest university standard may be deficient, but the 
standard itself is not questioned. In the case of the Faculty 
of Medicine, we have no test to apply. Except as regards 
pathology and hygiene the University has not attempted to 
determine which of the teachers of the subjects classed as 
Advanced Medical Studies are entitled to the status of 
Professors or Readers. . . . What is more significant, it is 
denied that they ought to do so. . . . The question is there- 
fore forced upon us, whether the standard we have accepted 
and required for the teachers in other Faculties ought to be 
abandoned in the case of the teachers of the most important 
professional subjects in this Faculty... .” 

That was 43 years ago. The University of London has 
changed much since then, and, in fact, led the country 
in the development of clinical studies along true 
university lines. Nevertheless, as I hope to show, the 
chief issue facing us to-day is whether the objects of 
medical education are the same or different from those 
of other faculties of the university. Should medicine, 
in fact, be taught within the university or in a technical 


college ? 

The proposition that the purpose of medical education 
is to turn out properly trained doctors would probably 
receive general assent. There is, however, dissent about 
what constitutes a proper training and yet more about 


*An address which had to be postponed. 
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what kind of doctor should be trained. Are we trying 
to train physicians, surgeons, psychiatrists, and medical 
scientists in all their special branches as well as general 
practitioners ? Clearly, to do all these things in the scope 
of one single curriculum is impossible. A man would 
either spend the major part of his lifetime as a student, 
and render service to the community only in his dotage, 
or else be improperly trained. The recognition that this 
is so is one of the major achievements in the post-war 
period. It is now agreed that the training of a doctor 
does not stop at his final professional examination, that 
postgraduate experience is necessary for all doctors who 
are to be licensed to practise medicine; and that 
experience and training should differ according to the 
career ultimately to be followed. The organization of 
postgraduate education, and particularly the institution 
of a compulsory year of hospital practice under super- 
vision, has in fact liberated the undergraduate curriculum 
to serve its proper purpose. It remains to agree what 
that proper purpose is. 

Postgraduate education is perhaps in its infancy. 
Since, however, it is chiefly concerned with the acquisi- 
tion of detailed factual knowledge and of special 
techniques, it provides a fairly well defined problem 
about which there is fairly general agreement. While 
acknowledging the great importance of postgraduate 
education, I would like to say no more about it and 
devote the rest of my remarks to the medical curriculum 
proper, the course leading to the degree of Bachelor 
of Medicine. 

While few would now maintain that the function of 
the undergraduate curriculum is to train specialists, there 
are many teachers and administrators who hold that its 
purpose is to train general practitioners. This, however, 
seems an inadequate definition. Thus there is an increas- 
ing body of opinion which believes that at least part 
of the special training necessary for a general practitioner 
should be postgraduate. Again, much of what is included 
in the present curriculum is quite unnecessary for 
general practice, and it would be very difficult to justify 
the vast public expenditure on preclinical departments 
merely to train general practitioners. In fact, if this 
were the sole function of medical education, some might 
doubt whether it was desirable to include medicine within 
the faculties of universities. It would be cheaper and 
more efficient to carry out the small amount of pre- 
clinical training necessary at technical colleges and to 
revert to the system of apprenticeships. The fallacy of 


so defining the purpose of medical education would be 
4985 
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clearly demonstrated were we to fashion our educational 
system on such a definition. Not only would those who 
intend to specialize have an inadequate background, but 


the advance of medical science would come to a stand- — 


still. 
Basic and Special Requirements 

The conflict between the needs of future general 
practitioners on the one hand, and of specialists and 
research workers on the other, led Lewis to suggest that 
there should be two medical curricula, a shorter and a 
longer designed for the two groups. This suggestion 
has never found much favour and probably never will. 
As all experienced teachers and examiners know, much 
may happen to a man during the five years or so of the 
medical curriculum. A boy may enter loaded with 
examination honours, and at the end be in the bottom 
part of the class, qualifying with the greatest difficulty. 
I also know of one man who had difficulty in matriculat- 
ing but whose scientific work was so distinguished that 
he became a Fellow of the Royal Society at 35. It would 
thus be a thankless task to try to select men at the outset 
for those two types of education, and I for one would 
not care to do so. However, an even greater objection 
would be the creation of two separate grades of doctor 
with detrimental effects on the unity and the morale of 
the profession. And here let me venture an aside and 
remark that in these days of the Welfare State matters 
affecting morale are of much greater importance than 
is generally realized. There is an increasing tendency 
for men to be concerned more with what they can get 
out of life than what they put into it. 

The idea that the medical curriculum should be 
primarily designed for any particular kind of doctor 
proves thus unacceptable. It would seem rather that it 
should be regarded as a basic foundation on which may 
be built the special requirements of the various special- 
ties. We might say that the function of the medical 
curriculum is to train the basic doctor, provided that 
we recognize that the concept of the basic doctor is a 
mere abstraction. 

It would seem, then, that the problem of defining the 
purpose of medical education resolves itself into two 
questions: What are the basic requirements that all 
doctors need, and what are the special requirements 
severally needed by general practitioners, scientists, and 
specialists ? 

Function of University Education 

Medical education has grown up within the framework of 
the universities. No one would dispute that this is the proper 
place for medicine. The study of man in both health and 
disease is part of biological science. Scientific knowledge 
is indivisible, and advance on one front makes possible 
advances on others. Were medicine to leave the universities, 
both medicine and science would be immeasurably the 
poorer. It may be accepted as axiomatic that medical 
education is part of university education. We may there- 
fore approach our subject by inquiring what is the purpose 
of university education and whether this purpose needs 
modification or amplification in the case of medicine. 

I would suggest that the function of university education 
is to train the student's mind so that he can gather data 
accurately and so that he can learn to form a balanced 
judgment on those data. Some disciplines use for the train- 
ing of judgment data that bear little relevance to those with 
which the student will later deal. Such, for example, are 
the classics, and there is no doubt that in our ancient 
universities the quality of teaching and refinement of 
methods over the ages has made this discipline an excellent 
introduction to handling the affairs of men both in the civil 
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services and outside them. In fact, it was once the fashion 
at the ancient universities to regard all other disciplines as 
inferior. To my mind this attitude has been of great dis- 
service to our country, for such is specialization at school 
and in the universities that these future leaders completed 
their formal education with no more than a smattering of 
scientific knowledge. In our age, when scientific knowledge 
and its applications seem likely to determine the future of 
mankind, it seems at least odd that such ignorance should 
be tolerated, much less encouraged, amongst our leaders. 
Nevertheless, whatever its shortcomings, it is to be acknow- 
ledged that the discipline of the classical studies fulfils much 
of the purpose of university education, and that, at best, it 
is highly successful in sharpening the wits so that the student 
emerges with a mind that is a much finer instrument than 
when he started. Most of the other major disciplines of the 
university—mathematics, law, theology, natural science, and 
medicine—have a more vocational aspect—that is to say, 
they use for educational purposes data of the same kind as 
those with which the student will deal in later life. There is 
much to be said for this. To quote the report of the Cam- 
bridge University Committee on University Education and 
Business (1945) : 

“The view that a university course should not be closely 
related to a man’s ultimate career, but should be a general educa- 
tion in non-vocational subjects, is open to various interpretations. 
If it is meant that a university course should not consist merely 
of specific instruction designed for earning one’s living then no 
objection can be taken to it. If, on the other hand, the statement 
is interpreted to mean that a man is best prepared for life by 
reading subjects wholly unconnected with his career, then a good 
many objections can be taken to it. Such an interpretation 
depends ultimately on the assumption that habits of thought are 
transferable from one subject to another, but there is nothing 
in experimental psychology to suggest that such transfer will take 
place automatically. Any subject can be used as a means of 
training and developing the intelligence, and when intelligence has 
been developed by exercise, it will be a better instrument for 
studying other subjects. This, however, is not the same as saying 
that the clarity in thought attained in one subject is directly 
transferable to another. In order to secure clarity the ideas in- 
volved must be easily manipulated, and an early acquaintance 
with these ideas is a great aid to proficiency. Further, if the 
subject is one for which the student has special interest, he wil! 
more readily advance by using his innate ability unchecked by 
lack of interest in the subject-matter.” 


I would suggest, then, that the primary purpose of the 
undergraduate medical course within the university is to 
train the student’s mind so that he can collect and verify 
facts concerning health and disease in man, and so that he 
can form a balanced judgment on issues that affect both 
individuals and groups. If this has been achieved in the 
undergraduate curriculum, then the special requirements of 
scientific and vocational medicine can be erected, in the 
postgraduate period, on a firm foundation. Moreover, the 
student is equipped to learn, so that in his future profes- 
sional life he will have little difficulty in keeping abreast of 
advances in thought or knowledge. It is not the function 
of the undergraduate curriculum to turn out fully fledged 
general practitioners or specialists, nor to turn out men who 
have detailed knowledge of aspects of the basic sciences. 
These are the proper responsibility of the postgraduate 
period. 


Does the Undergraduate Medical Course Fulfil its Purpose ? 
If this be the purpose of the undergraduate course, it is 


now proper to inquire whether this purpose is fulfilled. We. 


may look at the content and methods of teaching of the 
course, the examination system, and the effect on the student. 
and we may compare these with the discipline of classical 
studies at our older universities. 

The conduct of the two courses could not provide a 
greater contrast. The student reading classics attends a 
few lectures in the course of the day ; the rest of his time 
is spent in reading and performing individual exercises which 
he presents for comment or correction to his tutor. The 
medical student spends nearly all his time in the lecture 
theatre and laboratories ; in the medical curriculum proper 
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in the four schools with which I have been associated as 
student or teacher the student is not, except in rare instances, 
encouraged to read original papers or to prepare material 
for his teachers to correct. In every medical school library 
which I have visited (and I have visited them all in this 
country), with one single exception, nearly every student is 
either reading textbooks or his lecture notes. 

We find a similar contrast in the examinations. In classics, 
the examination papers are designed to test the capacity of 
the student to discriminate ; he is given a wide choice of 
questions so that he can show his mental capacity, using 
data with which he has become familiar. How different in 
medicine ! The examination papers allow no choice of 
question, and they seem designed not to test a student’s 
capacity to discriminate but his capacity to reproduce 
material learned from the pages of textbooks or the notes 
of lectures. The kind of question which is still current in 
the final examinations for university degrees in medicine is 
a question such as, “ Describe the symptoms, signs, com- 
plications, and treatment of ulcerative colitis.” What a 
comment on six years of university education! And the 
earlier examinations are no better. When we set examina- 
tion papers like this it is not surprising that arts teachers 
regard us as uneducated. 

These facts’ can leave us in no doubt that, as at present 
conducted, medical education in the universities is not 
directed to training the student’s mind as a discriminating 
instrument but merely as a temporary storeliouse for mis- 
cellaneous information collected from textbooks and lecture 
notes and retained for long enough to be reproduced at the 
moment of the examination. Nor is khere much doubt 
(though the assessment is, of course, highly subjective and 
in the nature of a clinical impression) that the effects of the 
medical curriculum on the student’s mind bear this out. 
Thus the Planning Committee of the Royal College of 
Physicians made the following comment: 

“We are agreed that, quite apart from lack of character and 
ability that may be avoided by improved recruitment and selec- 
tion, the average medical graduate has defects which are to be 
attributed chiefly to the manner of his training. He tends to lack 
curiosity and initiative; his powers of observation are relatively 
undeveloped ; his ability to arrange and interpret facts is poor; 
he lacks precision in the use of words. In short, his training, 
however satisfactory it may have been in the technical sense, has 
been unsatisfactory as an education. This is a matter of very 
great importance. The average student leaves his medical school 
at about the age of 25; during the subsequent thirty or so years 
of professional life, his ability to learn from his own experience 
and that of others, and to keep abreast of the stream of advancing 
medical knowledge, depends entirely on those qualities in which 
his training has left him defective.” 

It would seem to me that all the numerous criticisms of 
the medical curriculum are embraced in the general criticism 
that it does not fulfil what should be its central purpose of 
training the student’s mind. And [I suspect that so little has 
been done to remedy the worst defects because there has 
been no yardstick, no clear concept of purpose, by which 
questions of detail could be subordinated to questions of 


principle. 
Can this Purpose be Achieved ? 


If the primary purpose of the medical curriculum is to 
train the student's powers of observation and of critical 
judgment in the field relevant to medicine, then the achieve- 
ment of this purpose will require a drastic reorganization of 
the medical course and a revolution in the attitude of most 
teachers to it. So far as content is concerned, the three 
great obstacles to education are its enormous content of so- 
called “ facts,”"* its rigidity, and its disorder. Nearly all 
committees that have considered the curriculum have recog- 
nized these three defects, but it is an interesting fact that 
most of the proposals for reform would actually have accen- 
tuated some, at least, of these defects. It is well recognized 

*I put “ facts” in inverted commas deliberately. As the Dean 
of Harvard (Dr. Sydney Burwell) put it at a Harvard dinner 
which I was privileged to attend, “ My students are dismayed 
when I say to them, ‘ Half of what you are taught as medical 
students will in 10 years have been shown to be wrong. And the 
trouble is, none of your teachers knows which half.’ ” 
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that the growth of scientific knowledge has been accom- 
panied by a corresponding growth in the content of the 
curriculum: much has been added, little taken away. As a 
one-time teacher of elementary biology to medical students, 
I maintain, with some right to an opinion, that compulsory 
botany for medical students is quite unjustified, though of 
course a knowledge of it may give, as it has given to me, 
untold pleasure for a lifetime. Again, there is no justifica- 
tion for the amount of anatomy that is taught in some 
schools. These are old issues, but there are new dangers. 
1 have heard extremely intelligent scientists maintain that 
all doctors need a knowledge of nuclear physics and of 
electronics. I, personally, can think of few things more 
useless to the average practitioner, though of course they 
are essential to certain lines of scientific research. I need 
hardly remark that neither of the eminent gentlemen who 
presented these views had a medical degree. These examples 
illustrate the kind of difficulty that an attempt to reduce the 
content of the curriculum is likely to meet—the obstinate 
conservatism of old subjects, the predatory enthusiasm of 
the new. Each represents powerful vested interests ; for the 
amount of time allocated to a subject in the curriculum is, 
in a sense, a measure of its prestige; and the more time 
the larger the staff required and the greater the power and 
security of the departmental head. I have no doubt that 
these are very strong motivating forces, though, of course, 
most teachers are unconscious of them. Hitherto, the 
student has been sacrificed to these vested interests because 
there has been no good weapon with which to defend him. 
A good weapon would be provided by agreement on the 
purpose of medical education. It would seem to me that the 
main problem of medical education is this: Will the medi- 
cal course be arranged primarily in the interests of edu- 
cating the student, or primarily in the interests of the prestige 
of the teachers? I say this as a teacher and with a full 
appreciation of the meaning of the words | use. 


Collaboration in Teaching 


The chief difficulty in integrating the course so that the 
field of biological science relating to health and disease in 
man is presented and treated as a whole, and not in discrete 
and apparently unrelated parts, has been the insularity of 
so many teachers and departments. Schemes of research 
requiring the collaboration of different departments are 
probably the most important means by which men of 
different disciplines learn what is new elsewhere and how to 
talk a common language. Notable attempts at collabora- 
tion in teaching have also been made, for example, in pre- 
clinical science at Birmingham.  Clinico-pathological dis- 
cussions and combined ward rounds are other important 
methods. 

Finally, | would like to make a plea for elasticity. Any 
attempt at defining a medical undergraduate course is 
necessarily a compromise, and a purely arbitrary one. 
There are many ways to Rome. We shall never find out 
the best way so long as all pilgrims are forced to take the 
same path. 

The measures which we have considered affecting the con- 
tent of the curriculum are all concerned with reducing the 
time which is now required for memorization, so that 
enough time can be found for the student to develop his 
own mind. This time will not be properly used unless there 
is a revolutionary change of attitude on the part of his 
teachers. There must be more seminars and tutorials (in 
the old sense of tutorial and not in the sense of a cram- 
class) and fewer lectures; more reading of original papers 
and less of textbooks; more kindling of the flame of 
curiosity, and a greater readiness by teachers and taught to 
admit and remedy ignorance. This will not be easy, since 
most teachers mould themselves on those who taught theni. 
Nevertheless, I can think of one or two universities where 
the professors are so enlightened that a change of the kind 
I have contemplated would not be difficult. There is a 
generation of young men who have experienced such teach- 
ing in the final honour school at Oxford, in Part II of the 
Tripos at Cambridge, and in B.Sc. classes at other univer- 
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sities and in other ways. They are aware of what such 
teaching did for them, and I have no doubt that with a 
little encouragement they could open a new era in medical 
education in this country. They have a right to expect, and 
I hope would receive, support from other faculties in 
achieving this, the common purpose of university education. 


Conclusion 


The development of postgraduate education, and, in 
particular, the institution of the compulsory year of hos- 
pital practice under supervision before licence is granted 
to practise independently, have at last freed the under- 
graduate course to serve its essential purpose, that of 
training the student’s mind to collect and assess data 
and to form a judgment on them. The fulfilment of this 
purpose requires, first and foremost, a change in the 
attitude of teachers, and, second, a reduction in content 
and an attempt to integrate the subject matter on which 
the teaching is based. To quote Karl Pearson: “The 
true aim of the teacher should be to impart an apprecia- 
tion of method rather than a knowledge of facts,” for 
method is remembered when facts have been forgotten. 


TWO NEW GANGLION-BLOCKING 
AGENTS IN TREATMENT OF 
HYPERTENSION 


BY 
S. LOCKET, M.B., B.S., M.R.C.P. 


Senior Physician, Oldchurch Hospital, Romford, Essex 


This clinical communication is based on results obtained 
in using, since January, 1955, the drug 356c54 and since 
October, 1955, the drug 139c55, two active members of 
a recently described group of ganglion-blocking agents 
(Adamson, Billinghurst, Green, and Locket, 1956). 
Chemically, 356c54 is N': N': 
cyano-6 : 6-diphenylhexyl) ethylene-l-ammonium-2-mor- 
pholinium dichloride, and 139c55 is the 5-cyano-5 : 5- 
diphenylpentyl homologue (also called “ presidal ”). 


CH, 
C—(CH,)5.N (CH,)».N 
CH, CH, 
35654 
» CN CH, 
| 
C—(CH,),.N (CH,)».N 
4 | 
CH, CH, 
139¢55 


One very important property possessed by this new 
group of compounds, seen particularly when they were 
used in man, was the apparent dissociation between their 
activity as hypotensive agents and their ability to pro- 
duce ocular changes and gastro-intestinal disturbances 
(dry mouth and delay in gastric emptying), a dissociation 
shown well by 139c55. 

For both intravenous and subcutaneous injection we 
used a solution containing 20 mg. of the dichloride of 
either drug per ml. After discharge from hospital injec- 
tions were continued by the patients at home. 
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Pattern of Activity in Patients after Intravenous or 
Subcutaneous Injections 

In our hypertensive patients, using as our criterion of 
effectiveness a fall to or below 100 mm. Hg diastolic 
(measured in the sitting position), the minimal effective 
single intravenous dose of 356c54 was 2 mg. and the 
maximum dose necessary (used by us) was 12 mg., 
whereas the minimal effective single therapeutic dose 
given subcutaneously was 10 mg. and the maximum dose 
found necessary was 40 mg. With 139c55 the comparable 
doses were approximately half these, and the maximal 
subcutaneous dose used in treatment has been 27.5 mg. 
(Comparative blood-pressure readings were also always 
taken in the reclining and erect positions.) 

The first detectable pharmacological response occurred 
after a delay of from 5 to 25 minutes. No immediate 
response occurred after an intravenous injection, irre- 


’ spective of the dose given. Usually after an mterval of 


about six minutes blurring of vision occurred. At this 
stage clinical examination revealed this subjective effect 
to be accompanied by objective changes in the eyes. 
Also it was often accompanied or immediately followed 
by a variable degree of bradycardia. A definite fall in 
blood pressure occurred within another 10 minutes, but 
the maximum fall occurred 45 to 60 minutes later. The 
bradycardia began about 10 to 20 minutes before the 
onset of any hypotensive effect. When the action of the 
drug was wearing off, the hypotensive effect gradually 
disappeared some time before the bradycardia subsided. 

When the drugs were given by subcutaneous injection 
there was a somewhat longer delay, ranging from 10 to 
60 minutes but on an average 12 to 15 minutes, before 
the first signs of pharmacological activity appeared. The 
pattern of activity was identical with that already 
described for the intravenous injection, but the duration 
of the desirable hypotensive action was much longer. 
With identical hypotension-producing doses the duration 
of hypotension given by 139c55 was longer than with 
356c54—in many cases at least 50% longer and in a few 
even twice as long. With suitably chosen dosage—that is, 
that dosage which produces the longest period of hypo- 
tension below any desired maximum pressure, with the 
minimum of side-effects—using 139c55, this hypotension 
often exceeded 12 hours and on occasion 24 hours, and 
rarely was less than nine hours, and with 356c54 it was 
rarely less than seven hours and might even exceed 24 
hours, though this latter duration occurred much less 
often with this drug than with 139c55. The maximum 
fall in blood pressure was reached some 60 to 120 
minutes after the onset, and this level of hypotension 
persisted for some time before it slowly returned to its 
pre-treatment height. 


Activity After Oral Administration 


When an effective dose was given by mouth there could 
be a considerable delay before a fall in blood pressure 
began. A dose which was about 12 to 15 times the thera- 
peutically effective subcutaneous dose was the usual effective 
oral dose, but it has, in an occasional patient, been as low 
as five times the effective subcutaneous dose and as high 
as 20 times this dose. The predictability of hypotension 
after oral administration, though certainly as good as was 
found in this group of patients using the other commercially 
available ganglion-blocking agents which could be given 
orally, in our opinion was not good enough, except in a very 
occasional case, to justify their use by mouth alone in the 
treatment of the severest cases. When the single oral dose 
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is increased to 15 to 20 times the effective subcutaneous dose 
there is still the same delay before the fall in blood pressure 
occurs. As with all other ganglion-blocking agents when 
given by mouth, even with this much larger dose, the degree 
of hypotensive response could not be accurately predicted, 
and might be very severe, though in some patients the 
response remained reasonably constant from day to day. 
Of the two drugs, 139c55 was far less likely to give any 
prolonged delay before the onset of hypotension, and it 
gave a higher frequency of successful responses with a more 
consistent oral dosage. 

Ocular changes preceded the hypotension, but dry mouth 
was less pronounced than occurred with comparable periods 
of hypotension produced by subcutaneous injection. At all 
doses and for all comparable periods of hypotension, dry 
mouth occurred less often and in much less degree and 
less persistently with 139c55 than with 356c54. In fact, 
on many occasions dry mouth did not occur with 139c55 
(given either by mouth or by subcutaneous injection) even 
though an effective degree and duration of hypotension 
was achieved. 

Using special techniques, and with radio-opaque meals 
and repeated observations, we arrived at certain conclusions 
concerning the propulsion of intestinal contents in relation 
to these drugs. It was found that gastric emptying, small- 
intestine propulsion, and large-intestine propulsion behaved 
as three almost independent variables, and that all ganglion- 
blocking agents commonly used in the treatment of hyper- 
tension did not affect them all in the same degree. Whereas 
pentolinium and hexamethonium in therapeutic dosage 
caused a delay in gastric emptying and marked impairment 
of propulsion in both the small and the large intestine, 
356c54 and 139c55 did not appreciably affect small-intestine 
propulsion. What was of still greater significance, however, 
was the observation that with identical hypotensive effects 
139c55 produced much less delay in gastric emptying than 
did 356c54. 

We suspected that gastric absorption of the drug did not 
occur, and this was confirmed experimentally (A. F. Green, 
1955, personal communication). Here, then, was the explana- 
tion for the delay in the onset of hypotension after oral 
dosage and also the explanation for the greater success 
and more constant dosage response when 139c55 was used. 
By giving the drug on an empty stomach and following it 
immediately by a meal we obtained the greatest success, 
in that it enabled most of the ingested drug to enter the 
small intestine en masse and hence provide an effective 
hypotensive tissue-level of drug after absorption. Delay 
in gastric emptying was produced by initial small-intestine 
absorption of a minute dose of drug inadequate in that 
dosage to cause hypotension. Specially coated preparations 
that prevented gastric solution of the drug were also more 
successful but were not essential with 139c55. The fall in 
blood pressure—that is, to below 100 mm. Hg diastolic— 
lasted at least eight hours on every occasion that oral 
dosage was effective, and has lasted as long as 3@ hours. The 
usual duration of hypotensive action of 356c54 and 139c55 
when given orally was from 12 to 14 hours. 


Ocular Effects ‘ 


The effect on the eyes was usually (not invariably) the 
first clinical evidence of the action of the drug, appearing 
within a few minutes of intravenous or subcutaneous injec- 
tions. The patient complained of blurring of near vision 
and: an inability to read, though distance vision was not 
affected to any great degree (cycloplegic effect). This 
visual effect becomes less pronounced in many cases after 
the drugs have been in continuous use for a few weeks, 
though initial blurring of the vision within a few minutes of 
each injection was always noticed. Many patients, parti- 
cularly older patients, showed a rapid adjustment to this 
ocular effect and regained their ability to read small type 
within 30 minutes of the injection. This recovery of vision 
was particularly marked in the case of 139c55. Visual 
disturbances could be corrected in considerable degree by 
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the use of 0.25% to 0.5% pilocarpine or eserine eye-drops. 
Most patients preferred to use pilocarpine. 

Examination of the pupil usually revealed a fixed pupil 
in the mid-position—that is, neither grossly diated nor con- 
stricted. Measurement has shown that both the drugs pro- 
duced moderate dilatation of the pupil. Thus a pupil which 
was 3 to 4 mm. in diameter before the injection dilated 
to 5 to 6 mm. and was fixed at this diameter, not altering 
for light or accommodation. Neither fixation of the pupil 
nor any other demonstrable ocular change implied the 
absorption of an effective hypotensive dose. Pilocarpine and 
eserine eye-drops caused marked constriction of this pupil, 
and homatropine and atropine eye-drops caused further 
pupillary dilatation. 

The most common order of appearance of the changes 
described was pupillary fixation, bradycardia, and hypo- 
tension, and the usual order of disappearance was hypo- 
tension, bradycardia, and pupillary fixation. 


Effect on Gastro-intestinal Tract 


With 356c54 dryness of the mouth was usually present, but 
varied greatly in degree. With 139c55 dryness of the mouth 
was often absent and for all grades of hypotension was 
always less pronounced than with 356c54. 

The oral administration of a 15-mg. tablet of neostigmine 
bromide would occasionally relieve this xerostomia, but in 
many cases only at the expense of the production of 
abdominal colic. 

Nausea and vomiting did not occur, nor severe constipa- 
tion. Mild constipation was occasionally present. The 
absence of appreciable effect upon the small-intestine pro- 
pulsion, even when using large oral and subcutaneous doses, 
has been one of the most interesting and useful features of 
these drugs. 

Constipation, when it occurred, was easily remedied by the 
administration of liquid paraffin or the use of a saline— 
for example, magnesium oxide emulsion. It appeared to be 
due to a combination in varying degree of delayed gastric 
emptying and delayed passage along the large bowel. Oral 
neostigmine bromide produced more discomfort than purga- 
tion. 

Fractional test meals have shown an effective cessation of 
free hydrochloric acid. Histamine injection during this phase 
of achlorhydria always elicited a free acid response lasting 
about 30 minutes. 


Action on Cardiovascular System 


Large doses of both drugs could produce postural syncope. 
If, one and a half hours after receiving a subcutaneous injec- 
tion, standing erect and motionless caused dizziness, it was 
regarded by us as an indication that an effective therapeutic 
dose had been administered. Blood-pressure readings as 
usually taken—that is, sitting in a chair or lying reclining 
in bed—could be used as an indication of the absorption 
of an effective dose of drug. Standing erect always produced 
an additional fall of blood pressure, rarely promptly, but 
usually after a few minutes’ delay. The return of this low 
blood pressure to its previous higher level on readopting 
the supine or sitting position also occurred only after some 
minutes’ delay. We were always able to lower the blood 
pressure to below 150/100, and all the patients (except 
Case 6) in our series of trials had a diastolic pressure before 
treatment of at least 130 mm. Hg most of the time, and 
in several it was constantly in the range of 160-190 mm. Hg 
when not in receipt of treatment. 

Bradycardia was present in some degree in most cases, 
occurring before the fall in blood pressure, and usually 
outlasting the hypotension. It was directly related to the 
heart rate before the injection of the drug. An initial 
rate of 90-100 a minute might fall to 70-80, and an initial 
rate of 70-80 might drop to 60-65. This rate never fell 
below 60 a minute. 

Angina of effort ceased to occur during effective hypo- 
tensive treatment. In one patient severe angina of effort 
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and constant decubitus angina following two previous 
coronary thromboses ceased to occur whilst the patient was 
in receipt of this drug alone and without restriction of 
activity. In another, angina of effort which had been present 
for a year ceased to occur for the entire period of treatment 
(seven months) with these ganglion-blocking agents. 

Episodes of severe paroxysma! nocturnal dyspnoea (in one 
patient these had occurred almost every night for two months 
with two severe episodes of pulmonary oedema) invariably 
ceased to occur after the use of daily injections of these 
drugs. 

The electrocardiogram (using as a routine 12 leads—1, 2, 
3, aVR, aVL, aVF, and V; to Vz«) did not reveal any acute 
changes during the hypotensive phase—that is, it remained 
identical both before and during the hypotension. Several 
patients who had been receiving treatment (Cases 3, 5, 10, 
and 11) showed a reversion to a more normal electrocardio- 
gram : inverted T waves in V leads became biphasic or 
upright, whereas previously they had been completely and 
persistently inverted. In one patient the duration of the QRS 
complex was reduced from 0.14 to 0.09-0.1 second. Three 
patients showed a gross reduction in the maximum transverse 
diameter of the heart over this trial period. In one case it 
was reduced by more than 2.5 cm. and in the others by at 
least 1.5 cm. 

Action of Other Drugs 


Subcutaneous injection of atropine (0.5 mg.) diminished 
the bradycardia, made the vision worse by dilating the pupil, 
and increased the dryness of the mouth, but it had no effect 
on the level of the hypotension. Conversely, tachycardia 
caused by an initial injection of atropine was always slowed 
within half an hour by injection of an effective dose of 
356c54. 

Intramuscular injection of 50 mg. of promethazine either 
before or during the action of 356c54 had no effect on the 
hypotension, merely making the patients sleepy. Occasional 
alcoholic drinks (sherry) did not seem to affect the hypo- 
tension. Injection of neostigmine had little effect on the 
bradycardia and none on the hypotension, but possibly made 
the mouth less dry, though abdominal colic almost invariably 
occurred. 

Renal Function 


Measurements of the para-aminohippurate and endogenous 
creatinine clearances before and during the fall in blood 
pressure, and also when the hypotension was present, re- 
vealed no gross change in any of these values. At the height 
of the hypotension antidiuresis was pronounced, the urine- 
minute volume in one case falling from 4 ml. to as low as 
0.5 ml. This antidiuretic effect ceased to be noticeable 
clinically when twice-daily injections were persisted with. 
Advanced renal insufficiency did not cease to progress in 
spite of prolonged control of the hypertension and relief 
of all hypertensive phenomena—that is, incapacitating head- 
ache, vomiting, and visual deterioration (see Case 10). With 
increasing renal deterioration we found increasing resistance 
to all hypotension-inducing agents. 


Tolerance 


During the initial few weeks of treatment by subcutaneous 
injections some adjustment of the dose was necessary in 
most cases. Once this effective dose was achieved it did 
not become necessary to increase the dose by more than 
one-third in any patient, even with progressive renal failure 
(Case 10). Usually the increase was necessary in severe 
cases of hypertension stabilized initially on a small daily 
dose. In some severe cases which at first appeared to 
require a large daily dose it was possible, and desirable, to 
reduce the dose after the initial period of treatment, since 
we could, using this small dose, nevertheless maintain the 
same degree of hypotension as was initially obtained. 


Case I 


A man aged 38 first attended in November, 1953, com- 
plaining of headaches and recent poor vision, and more 
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recently of recurrent attacks of paroxysmal dyspnoea. 
Examination revealed bilateral papilloedema with retinal 
haemorrhages. His blood pressure at the time was 22 
240 /140-160. Urine contained a small quantity of albumin. 
Blood urea was 30 mg. per 100 ml.; urea clearance 70% 
of average normal. Treatment consisted of injections of 
pentolinium tartrate, a salt-free diet, and digitalization. 
Nevertheless, left ventricular failure and paroxysmal noc- 
turnal dyspnoea repeatedly occurred. The addition of 
Veratrum viride extract caused vomiting, with no improve- 
ment. The addition of rauwolfia alkaloids in September, 
1954, did not improve the clinical picture. Early in Novem- 
ber swelling of the ankles appeared and he also complained 
of recurrent episodes of light-headedness. His blood pres- 
sure was 240/ 130-160. In mid-November 3 mg. daily of the 
rauwolfia alkaloid rescinnamine was added. Morning sick- 
ness developed and bowel frequency increased to three times 
daily. All other treatment was stopped at this stage. After 
two weeks the dose of rescinnamine was reduced to 2.5 mg. 
daily because he complained of feeling unwell generally and 
restless, without being able to be more specific about the 
symptoms. He was sleeping poorly, his bowels were open 
three or four times daily, and he had severe occipital head- 
aches. Nevertheless, the episodes of left ventricular failure 
and nocturnal dyspnoea had ceased and his blood pressure 
was now in the range of 190-205/120-125. Fundus oculi 
remained unchanged. His general mental and physical 
condition remained unsatisfactory. 

On January 6, 1955, the rescinnamine was stopped and 
pentolinium injections were recommenced. After two weeks 
he was transferred to 288c53 (a ganglion-blocking agent). 
On March 11 he was transferred to 356c54, receiving a 
single daily injection of 20 mg. Treatment was accom- 
panied by rapid improvement in his physical condition and 
sense of well-being. In April this injection was reduced to 
17.5 mg. daily. This dose remained effective and kept his 
blood pressure down to 125-160/75-100 for at least eight 
hours daily. Early in August a recurrence of severe “* burst- 
ing headaches” and increase in diastolic pressure to 140 
necessitated an increase to 22.5 mg. and later to 25 mg. He 
remained well on this dose. In November he was changed 
to 15 mg. of 139c55; this was increased to 20 mg. by 
January, 1956, and in February was reduced to 18.5 mg. 
daily. This has kept his diastolic pressure below 100 for 
at least nine hours daily and below 85 for at least seven 
hours daily. 

Since March, 1955, he has continued to work actively 
in his business, and this has necessitated constant journeying 
between Oldham and London. His papilloedema has now 
apparently faded. Since his transfer to 139c55 he has 
been able to read newspapers and books with little disability. 


Case 2 


A woman aged 52 was admitted to hospital with recent 
cerebral thrombosis. On examination gross bilateral 
papilloedema with exudates and haemorrhages was found. 
Her blood pressure on admission was more than 260/180, 
and remained in this region even with bed rest. 

After trying various oral preparations for her hypertension 
without any effect, in January, 1955, she was put on to a 
regime necessitating the injection of ganglion-blocking 
agents, and on March 18 was transferred to 356c54. The 
initial controlling dose of 40 mg. once daily was reduced 
later to 30 mg. She remained fit and well on this and 
attended regularly as an out-patient. Owing to lack of 
personal cleanliness she, in August, developed infection at 
the sites of injection. This responded to treatment, but she 
then ceased to attend and received no drug for three weeks. 
She was readmitted in stupor due to a further cerebral 
catastrophe. Immediate recommencement of the drug 
resulted in a rapid recovery of function and she remained 
well until October, when she defaulted again. 

In this patient 30 to 40 mg. of 356c54 produced a fall in 
diastolic pressure to below 100 which endured for more 
than 10 hours. 
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Early in November she was readmitted after a further 
acute cerebral episode and was rapidly controlled with 
20 mg. of 139c55 daily. On this dose her diastolic pressure 
remained below 100 for at least 11 hours. She defaulted 
again in February, 1956, but was persuaded to attend again 
by her doctor, and on this occasion after two weeks without 
treatment her blood pressure range was 290-300+ / 170-190. 
As expected she had gross papilloedema and was physically 
and mentally extensively disabled. Further treatment by 
injection was not considered suitable. 


Case 3 


This patient, a woman aged 23, when first seen on January 
18, 1955, was four months pregnant, and was complaining 
of breathlessness on effort. Her blood pressure was over 
260/160. Ocular fundi, however, did not show papilloedema, 
nor were there exudates or haemorrhages, but thin almost 
invisible arteries and engorged veins. Heart examination 
revealed a presystolic gallop. There was an enlarged left 
ventricle in the skiagram. Electrocardiograms showed a 
“left ventricular strain” pattern, and the urine contained 
a small quantity of albumin. Blood urea was 43 mg. per 
100 ml. 

This patient, who admitted to some breathlessness on 
effort, was very reluctant to submit to any treatment. She 
was, however, persuaded to enter hospital for a rest. At 
rest in bed her systolic pressure varied between 220 and 
300 and her diastolic between 140 and 165 but was never 
below 140. At this stage various ganglion-blocking agents 
were tried, and with these we could obtain a fall in blood 
pressure which lasted for five and a half hours. Routine 
and specialized investigation, including an aortogram, re- 
vealed a small ischaemic right kidney, and nephrectomy was 
undertaken at the end of February. No fall in blood pres- 
sure occurred after this nephrectomy, and histological exam- 
ination revealed extensive’ malignant hypertensive changes 
in the kidneys. At the patient’s request no further treatment 
for her hypertension was given, and she was discharged after 
this operation. 

When seen again as an out-patient at the end of March 
she had not received any treatment for her hypertension 
since leaving hospital. She was now 26 weeks pregnant. 
Her biood pressure was 260/130 on this occasion. 

At the end of April she was admitted urgently because 
of recurrent attacks of left ventricular failure, and a week 
later she produced a macerated foetus. Her blood pressure 
range (at rest in bed) was 260-300/130-170. In May treat- 
ment with 356c54 was begun. The daily dose was 35 mg. 
On this dose she was discharged home. She remained well, 
and after three months her electrocardiogram was more 
normal and skiagrams revealed a considerable reduction in 
heart size. In August the dose of drug was reduced and 
she felt well—so well, in fact, that in September she 
decided to discontinue all our treatment and receive treat- 
ment from a naturopath. We are awaiting the result of the 
herbalist’s regime with interest. Her blood pressure without 
treatment when last seen by us was 270/140. The conse- 
quences of lack of any effective treatment had been fully 
explained to the husband on several occasions, as well as 
to the patient. In February, 1956, she still had the same 
blood pressure and felt quite well. 


Case 4 


This patient, a woman aged 56, was an unstable hyper- 
tensive. Her diastolic pressure varied from 110 to 150, 
irrespective of rest in bed. She was an emotional person. 
Electrocardiograms showed left axis deviation only. Because 
of breathlessness and recent occasional attacks of paroxysmal 
nocturnal dyspnoea and recurrent occipital headaches, she 
was admitted for treatment. Early in April she was dis- 
charged home receiving 20 mg. of 356c54 daily. On this 
dose her blood pressure fell from 200-260/110-150 to 
120-170/70-95. 

When seen on April 29 as an out-patient her blood pres- 
sure was 135/90 (sitting) and 120/70 (standing) when taken 
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four and a half hours after the injection. On May 6 her 
daughter informed us that she was not desirous of continuing 
injections. On May 20 her blood pressure was 210/120. 
She said she felt well. No treatment had been received for 
two weeks. She continued to attend regularly. On October 
7 her blood pressure was 230/130. She was still feeling 
well and had received no treatment since the last visit. She 
was now getting occasional episodes of paroxysmal nocturnal 
dyspnoea, and by the end of November these were occurring 
every night in spite of the use of mercurials and digitaliza- 
tion. In March, 1956, this patient was receiving treatment 

from her own doctor for congestive heart failure. : 


Case 5 

A man aged 57 was known to have had a high blood 
pressure and left ventricular enlargement for many years. 
At the time of admission he was regularly attending as an 
out-patient the hypertension clinic of a London teaching 
hospital. 

On April 10, 1955, he was admitted almost in extremis with 
acute left ventricular failure and pulmonary oedema. His 
blood pressure range was 210-260/170. His blood urea was 
53 mg. per 100 ml. He gave a history of having had several 
acute episodes of paroxysmal nocturnal dyspnoea during the 
weeks before the present very severe episode. He had not 
worked for two months. He was taking hydrallazine and 
reserpine at the time of admission. By April 12 he had had 
several further attacks of left ventricular failure whilst in 
hospital in spite of a low-salt diet and the use of mercurials. 
His teleradiogram showed much enlargement of the heart, 
mainly of the left ventricle. His lungs were considerably 
engorged. At the cardiac apex in the mid-axilla a presystolic 
gallop was easily audible. His blood pressure was 210~220/ 
160-170. His retinae showed gross arteriosclerotic changes 
but without papilloedema. 

On April 15 356c54 was begun, and on May 4 he was 
discharged home to receive 20 mg. twice daily. He has had 
no further attacks of nocturnal dyspnoea since April 15 in 
spite of cessation of a salt-free diet and mercurials, and 
treatment with ganglion-blocking agent only. On May 11 
the doses were reduced to 17.5 mg. in the morning and 
20 mg. at night, and on July 13 this was reduced to one 
dose daily of 20 mg. 

On August 3 he felt well and was advised to return to 
work. On this day his blood pressure was 160—-170/ 110-115 
some four hours after one injection of 20 mg. In Novem- 
ber he was transferred to 139c55, with a much better control 
of the blood pressure. 

When iast seen (March, 1956) he remained well, though 
he still complained of shortness of breath on effort. He 
was receiving 21 mg. of 139¢c55 daily subcutaneously but 
omitting the Sunday dose. His blood pressure four hours 
after the injection was 160/105 sitting and 120/40 after 
standing four minutes. His electrocardiogram had now 
reverted to a more normal appearance and his heart was 
much reduced in size. No further attacks of paroxysmal 
nocturnal dyspnoea had occurred since April 15. 


Case 6 


A woman aged 55, first seen on January 25, 1955, was 
admitted to hospital on April 25 with a long-standing history 
of hypertension, two past attacks of coronary thrombosis 
(with electrocardiographic confirmation of severe coronary 
damage), and angina of effort since June, 1953. The angina 
had steadily worsened, and now even the most moderate of 
efforts caused pain. Decubitus angina occurred every night 
and on some nights attacks of left ventricular failure. Her 
blood pressure was 200-220/ 120-130. She had a presystolic 
apical gallop and a resting pulse rate of 110 a minute. No 
improvement occurred with reserpine (1.5 mg. daily) or 
rauwolfia alkaloids (8 mg. daily) combined with methimazole 
and nitroglycerin. On May 13 356c54 was begun with 
10 mg. injected night and morning. No further attacks of 
left ventricular failure or decubitus angina occurred. Her 
resting pulse rate was 76 a minute. 
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On May 16 the dose was increased to 12.5 mg. night and 
morning. She felt well and was up and about. No further 
attacks of angina of effort occurred during either the day 
or the night, nor any attacks of paroxysmal nocturnal 
dyspnoea. Her blood pressure was 120/60 and her pulse 
rate 70 a minute for most of the day. 

When seen on June 16 and 23 she was well, her blood 
pressure remained fairly steady at 120/70, and her pulse 
at 64 a minute for most of the day. 

On June 30 she died suddenly. Necropsy revealed a fresh 
and recent coronary thrombosis and myocardial infarction. 


Case 7 

A woman aged 58 was first admitted to the eye department 
in 1954 because of severe frontal headaches. Her blood 
pressure was 230-250/ 150-160. She was admitted to medical 
wards in January, 1955, with an acute confusional episode 
due cither to hypertensive encephalopathy or to cerebral 
thrombosis. Her retinae showed numerous ecchymoses and 
gross arteriosclerotic retinopathy, but no papilloedema. 

In May she complained of vertigo and occasional mild 
attacks of paroxysmal nocturnal dyspnoea. Her blood pres- 
sure range was 210-250/130-140. She had been receiving 
10 mg. of rauwolfia total alkaloids daily for three and a 
half months, with a slight effect on her blood pressure and 
little on her symptoms. 

On July 4 356c54 was commenced, with 15 mg. daily by 
subcutaneous injection. On July 25 the dose was cut to 
12.5 mg. Her blood pressure on this date, taken two hours 
after the injection, was 140/100. This effective hypotension 
lasted for only four and a half hours, so the dose was 
increased to 15 mg. daily. 

On August 8 her blood pressure was 140/90 and pulse rate 
60 a minute, taken five hours after the 15-mg. injection. She 
continued to attend and remained well. She was transferred 
to 10 mg. of 139c55 in early December and remained well 
on this small daily dose with a more prolonged control of 
her blood pressure. In mid-February, at her request as 
she was so well, all treatment was stopped. Two weeks 
later she was fit and well, blood pressure 240/145. A week 
later she had an acute cerebral catastrophe, was admitted to 
hospital in coma, and died the following day, the cause being 
a large cerebral haemorrhage, proved at necropsy. 


Case 8 


This patient, a woman aged 28, was admitted on June 21, 
1955. At her first pregnancy, seven years earlier, she had 
been told she had “ blood pressure.” The pregnancy went 
to term and she was delivered of a normal child of 8 Ib. 
(3.6 kg.). She was kept in hospital for the last 12 weeks 
of this pregnancy. On May 30, 1955, she had a stillbirth 
at 28 weeks and was kept in hospital for 10 days. Since 
her discharge she had felt vaguely unwell, with no energy, 
weak legs, attacks of vomiting and dyspnoea, and paroxysmal 
nocturnal dyspnoea. Her vision was blurred and poor, 
and appeared to be steadily deteriorating. 

On examination her. blood pressure was 220-300/ 150-160. 
Her urine contained albumin, blood urea was 38 mg. per 
100 ml. and her urea clearance was 110% of average 
normal. Her fundi showed bilateral papilloedema with 
numerous exudates, both “soft” and hard, and numerous 
haemorrhages. Her heart was enlarged and her electro- 
cardiogram showed left axis deviation and a left ventricular 
strain pattern. 

On July 7 treatment with 30 mg. of 356c54 was begun. 
This was later increased to 32.5 mg. Her blood pressure 
range of 220-260/ 140-160 fell, so that six hours after an 
injection the readings were 180/130 (measured sitting) and 
120/90-100 (standing). The patient characteristically always 
showed a marked postural fall in blood pressure on standing 
and only a moderate fall in the reclining or sitting position, 
and practically none in the supine position. 

On July 18, with a marked fall in blood pressure on 
standing that lasted more than eight hours, she was allowed 
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home. Occasional postural syncope occurred on standing 
upright and motionless for more than a few minutes. 

A week later she was feeling well. No fainting attacks 
had occurred since her last visit, and she was doing her 
housework. 

On August 9 her blood pressure was 230/ 170-180 (sitting) 
and 110/85 (standing) three hours after injection had been 
given. In December she was transferred to 139c55 and has 
remained on 20 mg. of this drug daily. When last seen 
(March, 1956) she was working; her vision was still poor, 
and der blood pressure four hours after the injection was 
180/120-130 (sitting) and 160/<100 (standing). 


Case 9 


This patient, a woman aged 59, was admitted on July 26, 
1955. We had known her as an old severe hypertensive 
for more than five years. Rauwolfia alkaloids caused a fall 
of 10 to 20 mm. in diastolic pressure only. She had gross 
cerebral damage (two past cerebral thromboses) and also 
was practically blind from recurrent vitreous and retinal 
haemorrhages. She showed a mild organic dementia. 


On August 8 20 mg. of 356c54 was given subcutaneously. 
Her blood pressure range was 210-260/ 130-140 before injec- 
tion, and one and a half hours after injection it was 150/110 
and remained-at the level of 150-170/ 100-105 for 18 hours. 
On August 9 a further 20 mg. was given subcutaneously. 
Her blood pressure fell to 120/80 in one and a half hours 
and remained—in bed—below 140/90 for seven and a half 
hours ; it returned to pre-injection level at 11 hours. She 
was readmitted in November and was transferred to 139c55, 
11 mg. This produced a fall in systolic pressure to below 
120 for longer than 12 hours. In this patient 100 mg. of 
139c55 by mouth produced hypotension for more than 14 
hours with a systolic pressure below 140. 

Case 10 

A man aged 32 was admitted to hospital on August 9, 
1955, with a three-months history of headaches. Two months 
before admission the headaches became intensely severe and 
would awaken him at night. For the two weeks before 
admission they were accompanied by episodes of vomiting. 
These attacks were particularly severe on awakening in 
the morning. For two weeks his vision had been poor. 

He was admitted to the neurological service because of 
bilateral papilloedema, exudates, and haemorrhage. His 
blood pressure was in excess of 260/150-160. Blood urea 
was 65 mg. per 100 ml. and his urine showed albumin (6 
parts of albumin per 1,000 parts of urine) and casts. He was 
transferred to the medical service on August 20 in view of 
increasing severity of symptoms. The diagnosis was 
“probably malignant hypertension, possibly secondary to 
chronic nephritis.” Treatment with 356c54 was begun 
immediately, the dose being 27.5 mg. twice daily. There 
was an immediate amelioration of symptoms. Later the 
dose was reduced to 27.5 mg. a day, and on October 29 he 
was discharged home. The retinal changes were consider- 
ably improved and the electrocardiogram showed upright T 
waves in leads V4, Vs, and Ve (previously T inverted in these 
leads). However, the renal function has ceased to improve, 
and the blood urea has remained steadily between 90 and 
110 mg. per 100 mil.; urea clearance, 9 ml.: creatinine 
clearance, 11 to 12 ml. (serum creatinine 6 to 6.4 mg. per 
100 ml.); P.A.H. clearance, 40 to 50 ml. 

During the next months his condition remained static. 
At the end of November haemoptysis, cough, and a small 
area of pulmonary consolidation necessitated his readmission. 
He was then transferred to 139c55. Originally controlled 
by 15 mg., the dose was steadily increased to 20 mg. daily 
by the end of December. At this time his blood urea had 
risen to 120-140 mg. per 100 ml. and his serum creatinine 
to 10 to 12 mg. per 100 ml. His hypertension was now not 
causing any symptoms and his papilloedema appeared to 
have subsided. At this time 200 to 250 mg. of 139c55 given 
by mouth produced 12 to 14 hours’ hypotension one day in 
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three. He was discharged home on this dose, but steady 
deterioration of renal function and the onset of gross oedema 
of his lower limbs and abdomen (not due to congestive 
failure) necessitated his readmission in January, 1956. His 
blood urea was in the region of 200 to 230 mg. per 100 ml., 
his urea clearance below 5% of average normal, his serum 
creatinine 16 mg. per 100 ml., and his creatinine clearance 
about 8 ml. At this time he required 27.5 mg. of 139c55 
subcutaneously to produce hypotension for six hours with a 
blood pressure below 150/100. 

Incidentally, during this period 50 mg. of mecamylamine 
by mouth had no effect on his hypotension but caused vomit- 
ing and intractable constipation, and injections of up to 
70 mg. of pentolinium had no hypotensive effect. In view 
of the intractability of his disease all hypotensive agents were 
stopped. Dietetic measures and treatment directed speci- 
fically for his oedema and less hopefully directed towards his 
heart were without any success, and his attacks of left 
ventricular failure necessitated liberal use of morphine. He 
died towards the end of March. Necropsy revealed evidence 
suggestive of chronic nephritis with superimposed changes 
of malignant hypertension. 


Case 11 


A man aged 51 was admitted to hospital on September 8, 
1955, having collapsed at work. The left side of his body 
was flaccid, the left great toe upgoing, and he was cyanosed 
and frothing at the mouth. His blood pressure was in excess 
of 260/140. His fundi showed bilateral papilloedema and 
recent haemorrhages. Blood urea was 41 mg. per 100 ml. ; 
urea clearance, 50-75%, of standard clearance ; creatinine 
clearance, 58 ml. a minute ; trace only of albumin in urine. 
He gave a past history of increasing shortness of breath for 
12 months and had been receiving treatment for angina of 
effort during this period. Treatment with 356c54 was begun 
and he was discharged home on October 29, receiving 20 mg. 
twice daily. 

Towards the end of November he was transferred to 
12.5 mg. of 139c55. His blood pressure was controlled all 
the waking day with this dose, and postural symptoms were 
usually present for the second and third hours after the 
injection. Dyspnoea had practically disappeared, and angina 
of effort did not occur. Urea clearance has remained 
normal. His fundi have improved considerably. Papill- 
oedema has subsided and haemorrhages were rarely seen. 
ST depression and T-wave inversion in chest leads were 
less pronounced, the T wave being biphasic or upright. The 
heart size had been considerably reduced. In March, 1956, 
his blood pressure four hours after his injection was 105/55 
(sitting). 

Case 12 

A man aged 57 was admitted to hospital on February 10, 
1956, with a history of incapacitating headaches for 10 
weeks, steadily increasing visual deterioration for eight 
weeks, and frequent vomiting, particularly on awakening in 
the morning, for three weeks. 

On clinical examination his blood pressure was 210-270/ 
135-160. His fundi showed gross bilateral papilloedema 
and numerous exudates and haemorrhages. Extensive 
macular haemorrhages appeared to be the main cause o/ 
his visual impairment. His urine contained albumin. His 
blood urea was 40 mg. per 100 ml.; urea clearance in 
excess of 80°% average normal; and creatinine clearance 
90-100 ml. a minute. Treatment with 139c55 was begun 
and he was stabilized on a daily dose of 12.5 mg. and dis- 
charged home. When last seen (April 4) his blood pressure. 
sitting in a chair seven hcurs after a subcutaneous injection 
of 12.5 mg. of 139c55, was 90-110/50-80, his papilloedema 
had subsided considerably, no retinal haemorrhages could 
be seen but numerous exudates, and his vision remained 
very poor. He was feeling quite well. 


Case 13 


A woman aged 55 was admitted to hospital on February 
18, 1956. complaining of recurrent attacks of paroxysmal 
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nocturnal dyspnoea and severe shortness of breath. She had 
been attending as an out-patient regularly since 1950. Her 
blood pressure since that date has varied between 210 and 
300 systolic and 140 and 180 diastolic during most of this 
period. On the occasion of this admission her diastolic 
pressure was 170 mm. Hg (+15 mm. Hg). Her urine con- 
tained 1+ albumin, and renal-function tests were normal. 
Her fundi showed bilateral papilloedema with a few small 
haemorrhages and exu-iates. She was put on to 139c55, a 
daily injection of 15 mg. consistently producing a fall of 
~blood pressure for more than 10 hours, during which period 
the diastolic pressure remained below 90. When last seen 
as an out-patient (March 29) her condition was excellent. 


Case 14 


This patient, a woman aged 49, was admitted on August 
14, 1955, with a history of sudden onset of severe pain 
in her neck and, behind her right eye. The onset of the 
pain was accompanied -by vomiting. 

Clinical examination confirmed the presence of a sub- 
arachnoid haemorrhage, but neurosurgical examination did 
not reveal the presence of an aneurysm. Her blood pressure 
was 200-240/130-145. Her condition improved quite satis- 
factorily and it was found that 200 mg. of 356c54 by mouth 
produced a considerable degree of hypotension, the systolic 
pressure being below 110 for more than 14 hours. During 
her stay in hospital she had several epileptiform fits which 
were associated with hypertensive episodes. Piperoxan and 
phentolamine tests were negative. She was treated with 
mixed rauwolfia alkaloids and was discharged. 

Her condition as an out-patient remained most unsatis- 
factory. Her hypertension and epileptiform fits were not 
controlled. She was readmitted on December 12. Her 
hypertension was found to be adequately controlled by a 
single injection of 139c55, 10 mg. of which gave at least 
12 hours of hypotension, and she was discharged. When 
last seen (April 4) her condition was very satisfactory, her 
blood pressure three and a half hours after the injection 
being 140/90. 

Case 15 

A woman aged 54 was referred for treatment of her hyper- 
tension from the ophthalmic department, which she attended 
because of visual deterioration, and where she was found 
to have numerous retinal and macular haemorrhages. 

On admission her blood pressure range was 190-250/ 130- 
160. Renal-function tests were normal. Her retinae showed 
gross arteriosclerotic changes but no papilloedema. She 
was adequately controlled by 10 mg. of 139¢55, which 
produced hypotension for more than 12 hours with a 
diastolic pressure below 100. 


Discussion 


This report is concerned with the clinical results of the 
trials of drugs 356c54 and 139c55 when used in the treatment 
of severe hypertension. These drugs differ in many of their 
detailed actions from those of the methonium group. |! 
would emphasize here the gradual though reasonably quick 
appearance of activity, the easily demonstrable prolonged 
effect when given by the intravenous or subcutaneous routes, 
as well as the fall in blood pressure in the reclining and 
sitting positions, their relative lack of depression of small- 
intestine propulsion, their ability to slow the heart rate, and 
the slower appearance of postural symptoms on assuming 
the erect posture. 

Experience with other members of this group of com- 
pounds has revealed that some members have a differential 
action on ganglia concerned with different activities though 
situated in the same autonomic group. Thts hypotensive 
ability does not appear to run parallel to ocular, oral, and 
gastro-intestinal activity. This is well shown in a com- 
parison between 356c54 and 139c55. From results to date 
we think that there is a reasonable chance of evolving a 
compound showing considerable dissociation of hypoten- 
sive power from the other activities not required in dealing 
with hypertension. 
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The trial group of patients (S male, 10 female) were 
selected only because of their severity, and were in fact con- 
secutive admissions. They happen also to give a reasonable 
selection of the various disorders associated and often attri- 
butable to hypertension. Cases 1, 10, 11, and 12 (male), and 
2, 3, 8, and 13 (female) were probably cases of malignant 
hypertension. Cases 2, 9, and 13 (female), and 11 (male) 
had cerebral thromboses, Cases 3, 4, 5, 6, 7, 8, 9, 10, 11. 
and 13 had recurrent attacks of left ventricular failure. 
Case 11 had angina of effort for at least a year, Case 6 had 
severe angina of effort and decubitus angina, and Cases I, 
2, 8, 9, 10, 11, 12, 13, and 14 had severe incapacitating 
occipital headaches often accompanied by vomiting and 
made worse by reclining. Gross vascular arteriosclerosis 
in peripheral vessels was easily demonstrable in Cases 2, 4, 5, 
6, 7, 8, 9, 11, 13, and 15. The ages of the patients were 
23, 28, 32, 38, 49, S51, 52, 54, 55 (two patients), 56, 57 
(two patients), 58, and 59 years, and all except the 23-year- 
old woman and the 32-year-old man were known to have 
had severe hypertension for more than two years, and in 
some cases (Nos. 5, 6, 7, 8, 9, and 13) for more than seven 
years. Every patient in this series was fully investigated for 
phaeochromocytoma (phentolamine and piperoxan in every 
case) and had full radiological investigation, including intra- 
venous pyelography and often aortograms—for example, 
Case 3. 

In no case were any of the hypertensive signs and symp- 
toms made worse by treatment. In every case in which a 
change occurred it was for the better. In every case attacks 
of left ventricular failure stopped when treatment began, 
breathlessness was relieved, and angina of effort ceased to 
occur, When electrocardiographic changes occurred they 
were towards normal, and heart size was reduced. It was 
believed that the papilloedema in Cases 1, 2, 8, 10, 11, 12, 
and 13 was subsiding or has subsided. Only one patient 
(Case 10) in this group had grossly impaired renal function. 
There was no evidence to suggest an increased liability to 
thrombosis in arteriosclerotic vessels ; in fact, the evidence 
in these patients and many others was to the contrary. 
Those headaches which were hypertensive in origin were 
immediately ameliorated, but they recurred when treatment 
was inadequate to maintain the lowered blood pressure. 

In conclusion, there can be no doubt, from our experience 
with this group of patients, that the ability to maintain a 
sustained hypotension with the drug 356c54 and, better still, 
with 139c55 resulted in a rapid relief of symptoms and a 
reversion to normal of many of the changes known to be 
associated with persistent severe hypertension. 


Summary 


This paper is a report on the use during the past year 
and a half of two of a new group of ganglion-blocking 
agents (compounds 356c54 and 139c55) in the treatment 
of 15 severe cases of hypertension. These compounds 
were given subcutaneously, and the results so far have 
been most satisfactory. The advantages of the com- 
pounds, particularly 139c55, in the treatment of hyper- 
tension lie in the more gradual onset of activity, the 
greater duration of action, which makes treatment 
possible with a single or at most two daily injections, 
the slowing effect on the heart rate, and the relative lack 
of action on the small intestine. 

I am indebted to a number of lay, technical, and medical 
helpers, too numerous to mention. I am grateful to my scientific 
collaborators, Dr. D. W. Adamson, Mr. J. W. Billinghurst, and 
Mr. A. F. Green, without whose close chemical and pharmaco- 
logical association this work would never have been accomplished. 
I am indebted to Dr F. Prescott, from whose original suggestion 
this entire investigation arose, and to the Wellcome Foundation 
for supplies of ganglion-blocking agents and for help in many 
other ways. I wish to acknowledge the careful and ungrudging 
work of Mr. H. Williams, Mr. A. Richardson, and the other staff 
of the Oldchurch Hospital pharmacy; and Mr. D. Stephenson, 
of the Wellcome Chemical Works. I am grateful to Dr. J. 
Stewart and the technical staff of the radiological department of 
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Oldchurch Hospital for undertaking a multitude of x-ray investi- 
gations, and to the sisters and doctors of my medical wards for 
the thousands of blood-pressure readings necessitated by this 
work; also to Sisters Turner and Tredway and my registrar, Dr. 
A. J. Gray. The biochemist, Dr. W. S. M. Grieve, and the labora- 
tory technical staff have, as always, rendered yeoman service. 
Finally, I am also grateful to my secretary, Mrs. E. D. Price, for 
keeping my numerous records 
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The striking improvement in the results of treatment of 
purulent meningitis in recent years has led to the in- 
creasing recognition of the relative frequency with which 
subdural effusions complicate convalescence in such 
cases in childhood. Partly responsible also is the present 
awareness in paediatric circles of subdural collections 
of fluid of various kinds in infancy. 

The condition has long been recognized and cases 
have been described ; thus Schwartz (1916), in a paper 
on the aetiology of pachymeningitis haemorrhagica 
interna in infants, describes a fatal case of meningitis 
with bilateral subdural effusions. The pathological find- 
ings were described by Spitz, Pollak, and Angrist (1945). 
Only two cases were encountered in a series of post- 
mortem examinations of 95 consecutive deaths from 
meningitis in a total*of almost 5,000 necropsies. One 
was an elderly man, the other a child of 3 years. Spitz 
etal. concluded that “ subdural suppuration is a rare 
complication of purulent meningitis, although a higher 
incidence will undoubtedly be revealed as a result of 
more complete necropsy studies.” 

The contrast in recent American experience is ex- 
pressed by McKay er al. (1953), who state that 60% of 
all infants under 1 year of age suffering from mening- 
itis due to H. influenzae, pneumococci, and meningo- 
cocci develop subdural effusions. Likewise Smith ef al. 
(1951), in a period of 11 months, found 20 cases of sub- 
dural effusion in 43 infants under 2 years admitted with 
proved meningitis. The role of H. influenzae (Pfeiffer’s 
bacillus) as the causative organism in meningitis associ- 
ated with subdural effusion is impressive, appearing in 
at least 50% of the American cases, the pneumococcus 
and meningococcus accounting for the remainder. H. 
influenzae was the fourth commonest cause of mening- 
itis ; but in infants it was the most frequent, with the 
highest incidence in the second six months of life. It 
is possible, however, that subdural effusions may be 
peculiar to the age of the patients rather than to the 
causative organisms. 

The case-fatality rate of H. influenzae meningitis was 
reported by Mutch (1941) as being between 90 and 100%. 
The very significant change in mortality which has 
occurred was recorded by Bloor, Grant, and Tabris 
(1950). Their 44 cases showed a mortality of 22.7% ; 
but when divided into cases above or below 9 months 
of age the mortality was 8% and 42% respectively. 
These authors make no mention of the presence of sub- 
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dural effusions either in the fatal cases or in those sur- 
viving. However, about 50% of the survivors were con- 
sidered to be retarded and 20% had severe neurological 
detects, including hydrocephalus, hemiparesis, bilateral 
pyramidal signs, and deafness. It appears probable, in 
view of the relatively high incidence of subdural 
effusions recorded in other series, that some of these 
defective children are suffering from the sequelae of 
subdural effusions as well as the primary cerebral 
damage attributable to the meningitis. 

Of the five cases of infected subdural effusions pre- 
sented here, four were associated with purulent menin- 
gitis and one was an unusual sequel to bilateral sub- 
dural haematomas treated four years previously, in which 
no organism was isolated. The organisms responsible 
for the meningitis were H. influenzae in two cases and 
meningococci in one case; no organism was grown in 
the fourth. All the cases were seen at hospitals in or 
near Chicago. 

Case 1 


A 12-months-old girl was admitted to hospital because of 
vomiting and a left hemiparesis. Seven weeks before 
admission she had a convulsion associated with a high fever. 
Subsequently she vomited frequently, and had respiratory 
difficulty with continued fever. At this time the parents 
noted that there was weakness of the left arm and leg and 
that the child was extremely irritable. She was admitted 
to another hospital and given sulphonamide, penicillin, 
chlortetracycline, and oxytetracyline, which had little effect 
on the fever, although the child vomited less and her general 
condition appeared to improve. She was discharged from 
hospital, but after two weeks was readmitted. Her tempera- 
ture continued to be elevated and stiffness of the neck was 
noted. She was given streptomycin and serum. H. influenzae 
was cultured from the cerebrospinal fluid following lumbar 
puncture. During the week before admission vomiting had 
again increased considerably and the child developed a left 
hemiparesis. She had had no previous serious illness and 
had developed normally. 

On admission to the Children’s Memorial Hospital, 
Chicago, her temperature was 102° F. (38.9° C.), pulse 132, 
and respirations 26. She was irritable and appeared ill, but 
was fairly well nourished. The anterior fontanelle was bulg- 
ing and the veins of the scalp were engorged. The fundi were 
normal, the pupils were equal in size and reacted normally 
to light. (The pharynx was not injected and the ears were 
normal. The heart, chest, and abdomen were normal.) The 
right arm and leg moved normally, the left leg moved not 
at all and the left arm only slightly. The deep tendon 
reflexes were increased on the left side, but both plantar 
responses were flexor. 

The subdural spaces were tapped at the lateral angles of 
the anterior fontanelle (Fig. 1). No fluid was found on the 
right side, and on the left there were a few drops of clear 
cerebrospinal fluid only. Examination of the blood revealed 
a moderate anaemia with a white-cell count of 23,000, 
predominantly polymorphonuclear leucocytes. Streptomycin 
was given, but there was no real change in the child’s con- 


Fic, 1.—Case 1. Showing difficulty of needling this effusion 
from the anterior fontanelle. 
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dition. Accordingly on the sixth day in hospital bilateral 
posterior parietal burr-holes were made under general 
anaesthesia. The left subdural space was normal, but on the 
right side 30 ml. of pus was evacuated from a subdural 
empyema.. A further burr-hole was then made in the right 
parietal region, but the dura mater and cortex were adherent 
and congested and nothing further was done. The sub- 
dural empyema was irrigated with warm saline and peni- 
cillin by a catheter through the posterior burr-hole and the 
wounds were closed. The child made a satisfactory re- 
covery. Culture of the pus obtained from the subdural space 
resulted in no growth. 

The child’s subsequent progress was satisfactory. Her 
temperature was normal on the third post-operative day 
and remained so with continued clinical improvement. The 
hemiparesis improved slightly during her stay in hospital 
and she was discharged on the ninth post-operative day. She 
has since been followed up as an out-patient, and there has 
been a return of function of the left upper and lower ex- 
tremities and she is developing normally. This child has 
been under observation for more than one year. 


Case 2 


A 5-weeks-old female infant developed fever and irrit- 
ability 10 days before admission. On the fifth and third 
days before admission generalized convulsions occurred. At 
this time she was admitted to another hospital and received 
an unspecified amount of penicillin. Lumbar puncture there 
revealed a purulent meningitis, but no organism was isolated. 
She was immediately transferred to the Contagious Disease 
Hospital, where she was treated with intravenous oxy- 
tetracycline, 50 mg. every six hours. The temperature of 
102° F. (38.9° C.) returned to normal in 24 hours. 

The baby was transferred to the Children’s Memorial 
Hospital because of diarrhoea and abdominal distension, 
which followed recommencement of oral feeding. The 
abdominal condition rapidly improved, but on the day fol- 
lowing admission her temperature was again 102° F. (38.9° C.) 
and lumbar puncture yielded a cloudy fluid containing 110 
lymphocytes per c.mm., protein 92 mg. per 100 ml., and 
glucose 34 mg. per 100 ml. The white-cell count on admis- 
sion was 26,000 per c.mm. Antibiotic therapy was con- 
tinued and the temperature was again normal on the fifth 
day after admission. 

On admission the anterior fontanelle was said to be flat, 
but on the third day it was described as “ full,” and three 
days later as “ bulging but not tense.” Bilateral subdural 
taps were then performed and 6 ml. of light yellow fluid was 
obtained from the left side and 4 ml. of a darker-coloured 
fluid from the right. The fluid from the right side contained 
protein, 2.8 g. per 100 ml., that from the left 0.9 g. 

Subdural taps were repeated on four occasions during the 
next 10 days with decreasing amounts of fluid at each tap 
from the right side until no further fluid was obtained. 
The left side continued to yield 6 ml. on each occasion, con- 
taining protein about 0.6 g. per 100 ml. 

The child was making good progress, was feeding well, 
and had a normal temperature. The white-cell count was 
now 10,000 per c.mm. She was accordingly discharged 
home and returned on two occasions subsequently, at inter- 
vals of one week, when the left subdural space was tapped. 
There was 2 mil. of yellow fluid at the first tap (protein 
0.67 g. per 100 ml.; 52 W.B.C.). No fluid was obtained on 
the second occasion. 

She subsequently made good progress. There were no 
neurological defects, and at 18 months of age she appeared 
to be normal. At no time were organisms seen on smear 
or grown by culture from either the C.S.F. or subdural 
fluid. 

Gase 3 


The patient was a baby girl of 5 months. Her antenatal 
development and birth were normal. Post-natal develop- 
ment so far was normal and she was said to have been quite 
well until three weeks before admission to hospital, when 
she had an upper respiratory infection which progressed to 
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bronchopneumonia. She had a high fever during this time, 
ranging from 101 to 106° F. (38.9 to 41.1° C.), and had several 
generalized convulsive attacks. At the hospital where she 
was treated for this illness a heart murmur was detected 
and she was transferred to the Children’s Memorial Hospital 
for further investigations. She was very lethargic and irrit- 
able when examined. Occasional generalized convulsions 
occurred and at all times there appeared to be increased 
muscle tone in the limbs. There was also a cardiac ab- 
normality which was diagnosed as an intraventricular septal 
defect. Lumbar puncture on the day of admission yielded 
an abnormal fluid containing 92 mg. of protein, 41 mg. of 
glucose, and 686 mg. of chloride per 100 ml. H. influenzae 
was cultured from the spinal fluid. 

The child was treated with oxytetracycline and penicillin, 
but made little progress over the next few days ; the drowsi- 
ness and spasticity continued. The anterior fontanelle was 
full but not tense, and one week after admission bilateral 
punctures of the subdural spaces produced 25 ml. of orange- 
coloured cloudy fluid from the right side and only a few 
drops from the left. During the next 12 days about 20 ml. 
of orange-coloured fluid was removed on six occasions from 
the right subdural space. The left space gave no significant 
amount of fluid. On the two succeeding taps the fluid was 
much reduced and finally disappeared. During this time 
the child's clinical picture rapidly improved and she had 
no more convulsions. She has subsequently progressed 
normally. 

Case 4 

A 6-months-old boy developed an upper respiratory in- 
fection 48 hours before admission to another hospital and 
was subsequently seen in consultation. Early on the day 
of admission the child vomited and had generalized con- 
vulsions which lasted for about half an hour. When ad- 
mitted to hospital he remained unconscious for a few hours 
with a high fever and was treated by cooling, rectal aspirin, 
sedation, and 400,000 units of penicillin. The following day 
lumbar puncture yielded cloudy fluid with protein of 115 mg. 
per 100 ml., sugar 8 mg. per 100 ml., chloride 675 mg. per 
100 ml., white-cell count 3,700 per c.mm., predominantly 
polymorphs. Smear showed Gram-negative diplococci. The 
white-cell count at that time was 22,000 per c.mm. Cerebro- 
spinal fluid : meningococci were cultured which proved to 
be sensitive to oxytetracycline, chloramphenicol, penicillin, 
and chlortetracycline. He was treated with 50,000 units of 
aqueous penicillin and S0 mg. of chlortetracycline every 


Fic. 2.—Case 5. One year before present illness, showing 
previous operative defects and normal suture lines. 
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two hours, and with adrenal cortical extract 0.5 ml. every 
eight hours. Feeding was extremely difficult and the child 
was maintained on parenteral fluids. There was no real 
improvement in his condition over the next few days ; his 
temperature remained elevated and he was lethargic and 
irritable. 

One week after admission, because of the child's con- 
tinuing lack of progress, bilateral subdural taps were done 
through the anterior fontanelle, and 5 ml. of blood-stained 
fluid was obtained on the left side with no significant amount 
on the right. The next day the subdural taps were repeated 
with similar results, but there had still been no improve- 
ment. Accordingly, on the same day left temporal and 
parietal burr-holes were made. Upon opening the dura 
there was a large amount of xanthochromic fluid under 
considerable pressure and the brain had been depressed from 
the dura. A catheter was run in both directions and the 
areas were irrigated gently with saline. There was no 
significant improvement after this procedure. The child’s 
course was steadily downhill and he died a week later. 

At post-mortem examination large loculated bilateral 
purulent subdural effusions were found. 


Case § 


This child was admitted to hospital at the age of 44 years 
for lethargy, vomiting, and unsteadiness for the previous 
five days. The pregnancy and birth had been normal, but 
when he was 6 weeks old the mother fell while carrying 
him and he received a bruise on the head but otherwise 
seemed unaffected. About a month later the parents noticed 
that the head was larger than normal and he was brought to 
hospital. The anterior fontanelle was large and under 
increased tension. Daily bilateral aspirations of the sub- 
dural spaces on three days yielded 40 ml. of blood-stained 
fluid on each occasion. There appeared to be no improve- 
ment and he was accordingly operated on. The subdural 
spaces were exposed by bilateral parietal crown-trephine 
openings, and the operative note states that bilateral sub- 
dural haematomas were evacuated and the cortex was found 
to be depressed to a distance of 2.5 cm. by huge haema- 
tomas. The child made a good recovery and subsequently 
developed fairly well, although he was always somewhat 
retarded. He sat up at 8 months and could stand holding on 
to objects at 16 months. When seen at the age of 24 years 
he had been walking for six months and could speak about 
16 words and was able to feed himself. 


Fic. 3.—Case 5. Ventriculogram showing depression of 
frontal horns and suture diastasis. 
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Examinations at yearly intervals revealed delayed pro- 
gress. He was admitted to the Children’s Memorial Hospital 
at the age of 44. According to the parents the child had been 
well until five days before admission, when he started to 
vomit and became unsteady, and for the past two days was 
said to have vomited everything he had eaten. They stated 
that the child had had an upper respiratory infection about a 
month previously and had not seemed normal since. 

He was found to be lethargic and irritable, but fairly 
co-operative. He could move all his limbs, could sit and 
stand up, but was unsteady in walking. He was very pale 
and looked as if he had lost weight. The head appeared to 
be larger than normal and x-ray films of the skull showed 
diastasis of the sutures (Fig. 3). The fundi were normal 
and the pupils reacted normally to light. There were no 
definite localizing neurological signs. A right ptosis and 
slight divergent strabismus of the right eye were present. All 
reflexes were very brisk but equal; the plantar responses 
were equivocal. He had a pyrexia of 100 to 101° F. (37.8 to 
38.3° C.). Haemoglobin was 7.6 g.; red cells, 3,600,000 ; white 
cells, 23,800 per c.mm., predominantly polymorphs. There 
was some generalized lymphadenopathy, most marked in the 
posterior cervical region on each side. No other abnormal 
signs were found. The chest was normal; the Mantoux 
reaction was negative ; liver and spleen were not palpable. 

Posterior parietal burr-holes were made on the day after 
admission and the ventricles were encountered at a depth of 
5 cm. There was some increase in pressure, the fluid was 
clear, and subsequent examination showed no abnormal 
constituents. The dura mater was noted to be very thick, 
but the underlying cortex seemed normal. Subsequently he 
improved a little in that he was more alert and the vomit- 
ing ceased. During the next three weeks his temperature 
remained normal and he was more alert and was eating fairly 
well ; however, his white cells remained between 20,000 and 
30,000. Examination of an enlarged lymph-node and of a 
marrow smear revealed only reaction to infection. 

His condition then began to deteriorate, with further vomit- 
ing and some increased temperature. Accordingly ventricu- 
lography was performed by puncture through the burr-holes 
previously made. The left ventricle yielded 20 ml. of clear 
C.S.F. under pressure which was replaced by air. The right 
ventricle was not encountered, but on withdrawing from the 
right side thick pus was obtained. The ventriculogram 
showed a shift of the ventricular system from right to left 
which seemed to involve the whole hemisphere. On the 
same day a large right parietal flap was turned; the dura 
mater was found to be very thick and was incised high on 
the hemisphere. A large quantity of pus, amounting to 
about 160 ml., under considerable pressure, was immedi- 
ately obtained. The 
empyema extended 
from the frontal 
pole to the pos- 
terior parietal 
region and was 
about 1 in. (2.5 
cm.) deep, having 
a thick capsule. At 
the frontal pole 
there was a small 
defect in the falx, 
about 5 mm. in 
diameter, through 
which pus was 
running from the 
left frontal region ; 
both spaces were 
irrigated and 
drained, and the 
| bone flap was not 
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a further burr-hole was then made in the left frontal region, 
which yielded about 10 ml. of pus. The medial limb of 
the right craniotomy incision was reopened and a small 
quantity of pus obtained, but it was found that the brain 
had considerably re-expanded, almost obliterating the sub- 
dural space. During this period he received streptomycin 
and oxytetracycline. Subsequently he made very good pro- 
gress and was discharged home wearing a protective head- 
dress. At this time the scalp flap was depressed (Fig. 4) 
and pulsated. Presumably this child had small bilateral 
subdural effusions remaining from the subdural haematomas 
in infancy. Probably these became infected during the 
upper respiratory infection which occurred a month betore 
his present illness. No organism was cultured from the pus 
in this case, although specimens of pus were taken on 
three occasions. 


Discussion 


Apart from the atypical case (No, 5) with previous sub- 
dural haematomas, the patients all showed one or more 
of the indications for subdural taps during the course of 
meningitis. There were persistent fever, convulsions (Case 
4), vomiting, or gross neurological defect (Case 1). In par- 
ticular, abnormal tension of the anterior fontanelle or, at 
a later age, suture diastasis is considered an absolute indi- 
cation for investigation of the subdural space. The opinion 
has been expressed, and sometimes by those with long 
experience in the treatment of contagious diseases, that sub- 
dural effusions complicating meningitis may be ignored, as 
they are spontaneously absorbed. There may be truth in 
this in some cases, but it appears certain that the earlier 
such effusions are removed the less likely will a membrane 
form and that neurological damage and the necessity for 
more extensive treatment will be obviated. If the effusion is 
contained in a definite sac with well-formed membranes 
it is necessary to remove these by craniotomy. 

The amount of fluid obtained at daily tapping of the 
effusion should rapidly decrease, and at the same time there 
should be steady improvement in the clinical condition. 
It is inadvisable to persist in this simpler type of treatment 
for more than a few days. When progress is unsatisfactory 
in these two respects, or when a definite membrane has 
been seen in the burr-hole or is suspected by reason of the 
chronicity of the filness, craniotomy should be undertaken. 
During the few days prior to this the child’s condition can 
be expected to improve with tapping of the effusion, with 
antibiotic therapy, and by hydration. A moderate-sized 
parietal craniotomy suffices to remove the greater part of 
the superficial and deep walls of the membranous sac. The 
brain usually expands to obliterate the subdural space suffi- 
ciently, although occasionally it may be necessary to sacri- 
fice the bone flap, temporarily at least, allowing the dura 
and scalp to fall in to achieve this. After operation the 
child should be nursed flat and should be well hydrated. 
Antibiotics are continued for a number of weeks until all 
signs of infection have passed. 

In the three cases treated early by tapping, the period 
of treatment was short and the results were satisfactory. 
In Case 1, in which there was delay, the patient developed 
focal convulsions and a severe hemiplegia which only 
slowly improved, This case also illustrates the point that 
the effusion may be so situated as to escape detection by 
subdural puncture as ordinarily performed through the 
anterior fontanelle. It was only when posterior parietal 
burr-holes were made that the large subdural empyema was 
encountered. This occupied the posterior parietal and occi- 
pital regions, and, although an effusion had been suspected 
from the time she came under our care, it was clear why 
needling at the anterior fontanelle had been ineffective 
(Fig. 1). 

The presence of the membranes of the original subdural 
haematomas in Case 5 added greatly to the difficulties of 
diagnosis and treatment. It was thought that these mem- 
branes had been removed at the original operation at 
another hospital when the child was 11 weeks old. This 
was evidently not the case, and it seems likely that the lack 
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of neurological signs, apart from those of increased intra- 
cranial pressure, and the absence of convulsive attacks, may 
have been due to the protection of the cerebral cortex by 
the thick membrane. Although attempts to isolate organ- 
isms from three specimens of pus from the bilateral sub- 
dural collections were made, nothing was grown ; his clinical 
condition was one of moderate toxicity, with a persistent 
low fever and high white-cell count. Vomiting and lethargy 
were the striking abnormal signs throughout the course of 
his illness. At operation the tough membrane seemed too 
firmly attached to the underlying cortex to justify its re- 
moval, but, by removal of the bone flap and by some ex- 
pension of the cortex, the subdural space became quickly 
obliterated. This child gave no evidence of having had 
meningitis, although he was said to have had an upper 
respiratory infection a short time before admission. The 
advisability of removing well-formed membranes around 
subdural haematomas in infancy would appear to be re- 
emphasized by this experience. 

The condition of Case 4 was very poor from the time 
of admission to hospital early in the illness. However, in 
view of the convulsions and lack of improvement under 
treatment, subdural taps should have been performed before 
the elapse of a week. In addition, bilateral burr-holes 
should have been made despite, on fontanelle punctures, the 
appearance of subdural fluid on the left side only. 


Summary 

Five cases of infected subdural effusion seen in young 
children in America are reported. Four were secondary 
to acute meningitis, the other the sequel to a traumatic 
subdural haematoma. 

In infants, recovery from meningitis, otherwise ade- 
quately treated, may not occur because of the unsus- 
pected development of subdural effusions. Their early 
recognition and treatment will also diminish the inci- 
dence of serious post-meningitic neurological defects. 

It is our impression that more intensive antibiotic 
therapy than is often employed should be instituted in 
children with meningitis and that careful observation 
of the neurological state be made as often as possible 
so that subdural effusions may be recognized early. 
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By the end of this year the mileage of water mains in the 
country will be half as great again as it was when the war 
ended. Every year mains of a total length sufficient to 
reach from London to New York are being laid. These 
facts were given recently by Mr. Enocn Powe tt, Parlia- 
mentary Secretary of the Ministry of Housing and Local 
Government. “The number of households in the country 
without a piped water supply,” he added, “ has been halved 
in the last five years, and schemes before the Minister at 
the moment will go far towards ha'ving the remainder. 
Even in the present period of financial stress rural water 
schemes are being approved at the rate of 64 million 
pounds’ worth a year, and nearly all attract Government 
grants under the Act of 1944.” 
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SUBDURAL HAEMATOMATA AND 
EFFUSIONS IN INFANCY* 


BY 


GEORGE ORMISTON, M.D., F.R.C.P.Ed. 
Consulting Paediatrician, Southampton and Winchester 
Group Hospitals 


In discussing subdural effusions in infancy I can add 
nothing except my own limited experience to what has 
been said so well and so fully by Ingraham and Matson 
(1944, 1954) in the United States and by Guthkelch (1953) 
in England. There are few reports on the subject by 
British paediatricians, a fact which leads to the assump- 
tion that subdural effusions do not occur in Britain 
so often as on the other side of the Atlantic. This may 
seem to reflect credit on the conduct of our obstetrics in 
so far as birth injuries can be held responsible for such 
effusions ; but first let us be sure that we are not 
sometimes missing the diagnosis. It is because of this 
possibility that I take leave to remind you of the features 
by which these intracerebral collections of fluid can be 
identified. 
Aetiology and Pathology 

Subdural haematoma resulting from birth trauma is due 
to the rupture of small vessels passing from the pia through 
the arachnoid and subdural spaces on their way to enter 
the venous sinuses, notably the sagittal sinus. It is likely 
that the decisive factor producing this rupture is unusual 
stress on the foetal head, leading to abnormal! head-moulding 
and overriding of the cranial bones. However, one has seen 
extensive moulding and overriding without this damage, so 
that other influences such as hypoprothrombinaemia or 
immaturity of the endothelial tissues may be at work as 
well. 

A remarkable thing is the extent of these effusions as seen 
at operation. Most often bilateral, and usually larger on 
one side than the other, the clot may cover the frontal lobe 
and extend down the temporal lobe to the floor of the middle 
fossa, and backwards a shorter distance over the parietal 
lobe. This does not necessarily correspond with the area 
covered by the original haemorrhage, which may be quite 
small. Ingraham and Matson (1949) concluded from the 
available experimental evidence that the blood becomes 
surrounded by a fibrinous wall which organizes and acts 
as a semi-permeable membrane, so that surrounding fluid 
passes into the sac so formed. As the blood disintegrates 
the oncotic pressure of the fluid rises and more fluid is 
drawn in. The increase in bulk of the encysted fluid leads 
to the rupture of the small capillaries in the wall of the sac, 
still more blood gets into the sac, and the cycle is repeated. 
Gitlin (1955) does not agree, however, that high oncotic 
pressure is the decisive mechanism leading to swelling of 
the sac, but presents data from which he postulates that 
the increase in the accumulation of fluid is an effusion 
through irritated and damaged capillary walls, and that 
repeated haemorrhages into the sac do not, in fact, occur. 

From the practical point of view symptoms and signs arise 
when the growth of the cyst causes a crucial increase in 
intracranial tension, which happens rather suddenly between 
the third and eighth months of life, though it may be sooner 
or later. It is not clear why most cases do not reveal 
themselves in the early neonatal period. Some infants 
undoubtedly suffer small “ silent” effusions after apparently 
uneventful deliveries, while others exhibit mild and transient 
symptoms, doubtless often put down to birth injury from 
cerebral anoxia and haemorrhage. In still others the signs 
are overt and respond completely to immediate treatment, 
as the following history relates. 


*A lecture delivered at Nicosia on March 23, 1956, to the 
Cyprus Branch of the British Medical Association. 
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Case 1.—A female infant was seen at the age of 4 days on 
May 3, 1949. The mother, a primipara, was aged 40. The first 
stage of labour lasted 30 hours. Easy forceps delivery was carried 
out in the second stage. The infant appeared normal at birth. 
Within 48 hours she developed cyanotic attack, stiffness of limbs, 
exaggerated reflexes, and left-sided convulsions. The anterior 
fontanelle was tense and bulging. A subdural tap performed at 
right angles to a depth of 0.5 cm. yielded 30 ml. of dark red 
blood. Only a little blood-stained C.S.F. was obtained from the 
left angle. Bilateral subdural taps on subsequent days yielded 
minimal amounts of blood from the right angle. Lumbar puncture 
gave a fluid heavily blood-stained for five days, then xantho- 
chromic, then clear. Fits ceased after the first subdural tap. At 
the age of 2} years the child was perfectly normal in every 
respect. 


Rarely, the haematoma is located in the posterior fossa 
rather than over the vertex, and will be missed unless the 
tap is repeated in this situation. 

Case 2.—A male infant seen at the age of 8 hours after a diffi- 
cult vertex delivery was dusky in appearance, was breathing 
irregularly, and was limp and unconscious. The fontanelle was 
slightly full (“ boggy’’) and not tense. A lumbar puncture 
yielded bloody C.S.F. under moderate pressure. Bilateral sub- 
dural taps were negative. The baby died a few hours later, and 
at necropsy a large haematoma was found posteriorly under the 
tentorium. 


Diagnosis 


Ingraham and Matson’s (1949) analysis of their large 
series gives all the information concerning age, sex incidence, 
nature and frequency of signs and symptoms, etc., that could 
be desired, and need only be summarized here. They show 
that males are affected twice as often as females and that 
most infants come under hospital care before the sixth 
month of life, the symptoms in the majority having been 
of recent origin—days to a few weeks. The symptoms are 
convulsions, vomiting, irritability, infection, stupor, and a 
history of trauma in diminishing order of frequency and in 
variable association. Similarly the signs are fever, hyper- 
active reflexes, bulging fontanelle, anaemia, enlargement of 
the head, abnormal fundi, paralysis, and fracture of the 
skull. 

The diagnosis is clinched by the performance of a subdural 
tap after the hair has been shaved off the fontanelle and 
neighbourhood. The needle used should be short, about 
+ inch (0.8 to 1 cm.) long. It is easily made from a 
Wassermann-size needle cut off the appropriate distance from 
its base with a bevel less acute and a point less sharp than 
the original. The body and limbs are firmly wrapped up 
(“ mummified”) and the infant is laid supine on a firm 
table, the nurse facing the operator, who should be comfort- 
ably seated on a chair opposite the vertex with a tray for the 
necessary instruments at his right hand. The nurse can 
easily keep the infant quite still if she places her forearms 
on each side of the trunk and holds the head between her 
hands. After the skin has been sterilized the needle is inserted 
at the lateral angle of the fontanelle. The skin and then 
the aponeurosis are pierced at right angles to the surface. 
The fluid should appear immediately, and can be led away 
through a short length of rubber tubing attached to the 
needle base by an adapter, or an all-glass syringe can be 
used to measure the fluid. It is wise to restrict the initial 
amount withdrawn to 10 to 20 ml. from each side, for the 
procedure must be done bilaterally. The puncture holes 
should be sealed with collodion. 


Nature of Subdural Fluid 


The character of the fluid varies according to the duration 
of the haematoma. It may be dark red soon after birth, 
but in a few weeks becomes dark brown or chocolate- 
coloured, and, later, amber. 

Case 3.—A female infant, a first child, was born at home by 
difficult forceps delivery. She sucked well till the sixth day, when 
she became lifeless, then made good progress till the 25th day, 
when she had twitching limited to the right face, arm, and leg. 
Similar fits occurred on two subsequent days, with right conjugate 


deviation of eyes, tremor, and deviation of tongue to same side. 
The skull appeared uniformly enlarged, circumference 154 in. 
(38.7 cm.). Both fontgnelles were much enlarged; the occipital 
suture was widened to admit two finger-tips. There was right 
facial paresis, all limbs were slightly spastic, and arm and leg 
reflexes were hyperactive. C.S.F.: xanthochromic; pressure 
220 mm. Hg, subsiding to 150 when crying stopped; Nonne- 
Apelt reaction positive; protein, 65 mg. per 100 mil.; cells less 
than b per c.mm. From the left lateral angle 19 mb. of chocolate- 
coloured fluid was withdrawn by subdural tap, and a drop or two 
only of C.S.F. from the right. Taps on the following days were 
negative, except for a few drops of clear fluid from the left side. 
One week later Mr. J. Pennybacker excised a large membrane 
from the left hemisphere. It contained “ muddy clot as usual.” 
The haemoglobin fell to 45% post-operatively and a transfusion 
of blood was given. A slight squint persisted for a year, when 
the child was well and mentally normal and active, though per- 
haps not quite as clever with the right hand as the left. 


Some Difficulties in Diagnosis 


I propose to use other examples from the 10 patients that 
I have seen at two provincial hospitals in England to illus- 
trate some of the difficulties that may arise in diagnosis. 

Vomiting is an important symptom. It occurred in nearly 
48% of Ingraham and Matson’s (1949) cases and in at 
least 50% of Guthkelch’s. It may occur alone and the 
underlying cause may be missed. 


Case 4.—A male infant was admitted under my care at 6 
months of age with drowsiness, an enlarged head, and a tense 
fontanelle. When a few weeks old he had been treated at 
another hospital because of severe vomiting—*“ cause unknown ™ 
—and discharged when the vomiting ceased. The symptoms re- 
mained in abeyance for several months. At operation (Mr. 
Pennybacker) the membranes were excised on both sides. 


Case 5.—A male infant was admitted at 4 months with the 
complaint of “ projectile vomiting, duration one day.” He was 
said to have vomited once a day since birth; but there was only 
an occasional vomit in hospital. His weight was 13 Ib. 6 oz. 
(6 kg.), and in the absence of signs and further symptoms he was 
soon discharged. He was readmitted a month later because of a 
convulsion, having continued to vomit once a day since discharge, 
though he had gained a further pound (0.5 kg.) in weight. He 
was now irritable, with a big head, tense fontanelle, slight stiff- 
ness of the limbs, and hyperactive reflexes. Repeated subdural 
taps were followed by the removal of a membrane from each 
hemisphere. 


Finally, it is important not to be deceived by a negative 
subdural tap, for tragic consequences may result, as 
Case 6 shows. 

Case 6.—A female infant was admitted to the gastro-enteritis 
unit at 6 months. She was a second child. Delivery was normal, 
birth weight 7 Ib. (3.2 kg.). The parents had recent'y recovered 
from gastro-enteritis. The baby had vomited and been irritable 
with slight tremor in all limbs the day before admission. On the 
day of admission she had right-sided convulsions, recurrent smal! 
effortiess vomits, a temperature of 104° F. (40° C.), no neck stiff- 
ness, and a “ flat" fontanelle. C.S.F.: clear, with normal pres- 
sure; 2 cells per c.mm.; and a normal chemistry. Next day she 
had right hemiparalysis, left facial weakness, and tremor in the 
left arm, A subdural tap was negative. The tap was repeated 
the same day and a little blood obtained, thought to be traumatic. 
Illness continued, with high fever, coma, stiffness, and twitching. 
A subdural tap 12 days later yielded nothing on left, pure un- 
clotted blood from right. Disks were normal; some fullness of 
retinal veins. A neurologist suggested a diagnosis of allergic 
encephalitis and advised cortisone. Six weeks after admission the 
temperature range was 100 to 101° F. (37.8 to 38.3° C.). The 
C.S.F. was again normal except for 100 mg. of protein per 
100 ml. Death occurred 24 months after admission. At necropsy 
there was a very large collection of xanthochromatous fluid on 
each side of the midline. Some old blood clot adhered to the 
under surface of the dura. The brain was grossly flattened, and 
there was a communicating internal hydrocephalus. The sub- 
dural fluid protein content was 1,000 mg. per 100 ml, 


The failure of the first subdural tap may have been due to 
blood clot obstructing the needle, which may not have been 
pushed far enough. The unclotted blood withdrawn at the 
second tapping may have come from a vessel or from the 
cyst as a result of the intermittent bleeding postulated by 
Ingraham and Matson. 
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Subdural Effusions Complicating Meningitis 

Although I can give only two examples of effusion 
complicating meningitis, 1 feel that in past years, before 
certain antibiotics were obtainable in England and before 
treatment of the meningitides had been accurately worked 
out, I must have had others. 

Case 7.—A female neonafe was treated at a maternity hospital 
for 16 days for what was undoubtedly a septicaemia with menin- 
gitis, organism undiscovered. She was transferred to a children’s 
hospital because of convulsions. The urine contained pus and 
E. coli and the fontanelle was bulging. C.S.F.: 32 cells per 
c.mm., mostly lymphocytes; protein, 130 mg. per 100 ml.; 
globulin, slight excess; chlorides, 635 mg. per 100 ml.; sugar, 
35 mg. per 100 mi. A bilateral subdural tap yielded an amber- 
coloured fluid containing a protein concentration of 1,000 mg. per 
100 ml. Subdural taps were repeated on the following days, and 
antibiotics were continued. The infant was discharged a month 
after admission, and at 7} months of age was sitting up un- 
supported, appearing normal in every way. 

Case 8.—A male infant was transferred to my care at 3 months 
of age because of vomiting. He had been under treatment with 
various antibiotics for “ acute pneumonitis.” The head was re- 
tracted, neck stiff, fontanelle full, and the disks were normal. 
C.S.F.: 38 cells per c.mm.; 160 mg. protein, 710 mg. chloride, 
and 37 mg. sugar per 100 mi. From 10 to 40 ml. of yellow fluid 
was withdrawn from each side by subdural tap on 16 successive 
days—a total of 563 mil. of subdural fluid. Mr. Pennybacker 
subsequently operated and removed a membrane from the left 
hemisphere. 


Treatment 


Specific treatment is primarily the concern of the paedia- 
trician, who should withdraw the subdural fluid on each side 
daily until it becomes difficult to obtain. This is really a 
method of producing gradual decompression, and may take 
anything from a few days to a few weeks. An antibiotic 
such as procaine penicillin 300,000 units or oxytetracycline 
20 mg. per Ib. (40 mg. per kg.) body weight should be given 
daily as a prophylactic or to clear up infection in the 
respiratory passages or elsewhere. A considerable amount 
of protein is lost in the subdural fluid, and this should be 
made good by one or more transfusions of citrated blood. 
Some infants show an increasing anaemia, so_ that 
transfusions of blood serve a double purpose. The nutrition 
is as often as not below average, sometimes much below, 
and good feeding during the pre-operative period enhances 
the prospects of successful operation. 

When the infant is transferred to the care of the surgeon 
the presence of solid clot or membrane is determined by 
inspection after making burr-holes in the temporal region 
in the first place, and elsewhere if necessary. If clot and 
membranes are found, bone flaps are turned down and the 
tough outer membrane is attached to the dura, and the thin 
membrane and clot over the pia are removed on one side 
and, at a later date, on the other. 

As has been seen, subdural haematomata that are 
discovered within a few days of birth can be successfully 
treated by subdural taps without resort to operation. 

Subdural effusions as a complication of meningitis 
undoubtedly occur more often than has been realized, 
particularly after infection by H. influenzae—not only one of 
the most frequent infections in early infancy but also one 
of the most difficult to treat—and also after pneumococcal 
and meningococcal infections. Smith (1953) states that 
subdural taps alone seem to constitute adequate local therapy 
in these effusions, which generally clear up within three 
weeks. On the other hand, McKay and his colleagues 
(1953) achieved success by subdural tap in only 15 out of 
50 cases, for the remaining 35 needed craniotomy as well. 

One may conclude that small sterile effusions often arise in 
the course of treated meningitis and clear up spontaneously. 
Effusions which become clinically recognizable may be sterile 
or infected, and clear up in response to subdural taps and 
continued antibiotic therapy. If definite membrane forma- 
tion has taken place and the contents of the sac are infected. 
subdural taps alone are unlikely to effect cure, and 
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craniotomy will be necessary. Subdural taps should be 
initiated when adequate antibiotic treatment of the infection 
does not bring down the fever, sterilize the spinal fluid, 
and abolish symptoms in three or four days. 


Discussion 


The detection of subdural effusions may fall to the lot of 
all who have to do with the medical care of young infants— 
the obstetrician, the paediatrician, and the general practi- 
tioner—whether in hospital or in the home. As has been 
seen, certain signs and symptoms found in such effusions 
are common to a number of unrelated conditions. Vomiting, 
anaemia, and wasting, and even convulsions in early infancy 
are so much more related to digestive disturbances and 
infection that the real nature of the trouble may escape 
recognition unless careful examination of the nervous system 
is a repeated routine. A simple and neglected procedure is 
the measurement of the circumference of the heads of 
young infants from time to time as a means of estimating 
normal and abnormal growth. 

A history of a normal or non-instrumental labour should 
not put the physician off guard, for the real quality of the 
labour is often unknown unless good hospital records are 
kept ; and, in any case, birth injuries occur in deliveries that 
have been apparently normal. It must be remembered that 
post-natal injuries, or a knock on the head, can cause sub- 
dural effusions of blood, though the history of such injury 
is always more forthcoming, and evidence of fracture in 
the skull x-ray film is more often associated with it, than 
with injuries incurred at birth. 


Conclusion 


Subdural haematomata and inflammatory effusions 
are best prevented by good obstetrics, and by early 
diagnosis and correct antibiotic therapy. When they 
do occur, early recognition and appropriate treatment 
should reduce to the minimum the incidence of 
sequelae such as paralysis, spasticity, mental defect, and 
death. Ingraham and Matson (1954) are able to state 
authoritatively after 14 years’ follow-up that 70 to 80% 
of the children who had been surgically treated appear 
to be developing mentally for their age, and that residual 
neurological signs and post-operative convulsions are 
uncommon. The retarded and deficient children have 
been for the most part those with large chronic 
haematomas with marked atrophy of the hemispheres 
well established when the membranes were removed. 
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In 1955 there were 759,571 donations of blood, compared 
with 700,202 in 1954. This is the largest number recorded. 
116,410 people gave their blood for the first time to the 
National Blood Transfusion Service last year, and at the 
end of December the total strength of the donors’ panel 
was 591,204, compared with 540,389 a year before. The 
National Blood Transfusion Service needs at least 650,000 
regular donors to make sure that adequate supplies of blood 
are available to meet the needs of the hospitals, to replace 
the older donors when they reach the age of 65, and to 
provide adequate reserves of blood plasma. Anyone who is 
in normal health and between the ages of 18 and 65 is 
welcomed at the donor sessions, which are held frequently in 
convenient places throughout England and Wales. 
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VIADRIL: A NEW STEROID 
ANAESTHETIC 
PRELIMINARY COMMUNICATION 
BY 


L. H. LERMAN, M.R.C.S., D.A. 
Consultant Anaesthetist, Moorfields, Westminster and 
Central Eye Hospital 


Ideal anaesthesia is seldom carried out to-day with only 
one agent. Like “all Gaul,” such an anaesthetic con- 
sists of three parts: (1) a basal narcotic—for example, 
thiopentone sodium; (2) a muscle relaxant—p-tubo- 
curarine chloride (“tubarine”), gallamine triethiodide, 
suxamethonium chloride, etc.; and (3) an analgesic 
mixture of nitrous oxide and oxygen with or without 
such adjuvants as trichlorethylene or pethidine. 

“Viadril” (21-hydroxypregnane-3 :20-dione sodium 
succinate) telescopes the narcotic and relaxant functions 
and requires only minimal nitrous oxide and oxygen to 
maintain anaesthesia. This substance is revolutionary 
in that it is a steroid. It bears no resemblance, there- 
fore, to any group of drugs hitherto used or contem- 
plated for the purpose. Viadril is a non-volatile 
crystalline solid, freely soluble in water, the solution 
having a pH of 7.8 to 10.2. 


History 

Selye (1941, 1942), investigating many different steroids 
in 1941, noted that some of these caused depression and 
anaesthesia in laboratory animals. Further work on the 
pharmacology of some of these compounds was carried 
out by Elliott and Gordan (1947). Laubach er al. (1955) 
investigated a large number of these compounds in animals 
and found 21-hydroxypregnane-3 : 20-dione sodium succinate 
to be the most satisfactory. 
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It was found to have a wide margin of safety, the thera- 
peutic index in mice being 11.1, as compared with 4.6 in 
thiopentone sodium. In anaesthetic doses it did not produce 
significant hormonal effects or cause salt retention. Gordan 
et al. (1955) studied its effects on cerebral metabolism in 
man, and reported changes identical with those of barbiturate 
anaesthesia. Thus emboldened, they used the drug together 
with nitrous oxide for a prefrontal leucotomy. 

Murphy ef al. (1955) described a series of 125 patients 
anaesthetized with viadril. The duration of anaesthesia 
varied from 1 to 10 heurs. 

The known disadvantages of viadril anaesthesia are the 
risk of venous thrombophlebitis and the slowness of induc- 
tion. 

Venous Thrombophiebitis—This occurred in three of the 
cases described by Murphy e7 al. Their three patients, 
however, had severe pre-existing vascular disease. In an 
attempt to obviate this I injected the drug slowly into the 
giving-set tubing of a normal-saline drip, just below the 
inspection chamber. The drip was set to run at its fastest 
into a large vein of the arm. Two of the cases here 


reported (Nos. 7 and 19) developed thrombophlebitis in 
spite of these precautions. In Case 7 on the day after 
operation the patient complained of a painful red swelling 
of the forearm and arm, which he did not regard as of 
major importance and which improved steadily day by day. 
A week later a cord-like thrombosis started at the site of 
injection in the cephalic vein at the wrist and extended by 
minor vessels on the volar aspect of the forearm to the 
basilic vein, which was thrombosed almost as far as the 
axilla, The veins were slightly tender throughout their 
length and there was some limitation of extension at the 
elbow due to tenderness. 

Thrombophlebitis in the median basilic vein developed in 
Case 19. Five days later this could be felt as a solid cord 
from the elbow to the axilla, and was discoloured throughout 
this length. It was not, however, very painful or tender. 

Slow Induction.—This is a marked feature of the drug 
and is something of a problem in the course of a busy 
operating session. Doubtless further chemical research on 
the compound wil! disclose a substance with a shorter time- 
lag. Gordan et al. (1955) suggest, in fact, that an intermedi- 
ate metabolite of viadril is the cause of the anaesthesia. 
This would explain the delay in onset of unconsciousness. 
A search for this substance is being carried out. 


Pharmacology 


In many endocrine disorders disturbed mental or psycho- 
logical function is seen. Myxoedema, hypoglycaemia, hypo- 
and hyper-parathyroidism, hypopituitarism, and Addison's 
and Cushing's diseases are examples which spring readily 
to mind. The use of cortisone and corticotrophin has 
familiarized many with the dramatic euphoria and psychoses 
which these agents provoke. 

Merryman ef al. (1954), whilst investigating progesterone 
in psychiatric practice, found that several of their patients 
fell asleep. Woodbury (1952) studied the effect of steroids 
on electric convulsion therapy. He showed that deoxy- 
cortone is a powerful anticonvulsive agent. 

The steroids exert a regulatory influence upon cerebral 
metabolism, as shown by the high rate of oxygen uptake 
of the brain of the castrate immature male rat. By adminis- 
tering various steroids this increased oxygen uptake can 
be reduced. The steroids with the androstene nucleus (in- 
cluding testosterone and 21-C steroids) can restore this 
“ braking” action, which is normally exerted upon cerebral 
metabolism by the sex hormones. 

The intravenous injection of viadril causes loss of con- 
sciousness, analgesia, absent corneal reflex, and muscular 
relaxation, particularly of the larynx. It has no demonstrable 
hormone effects. No electrocardiographic changes have 
been observed. No haemolysis occurs with its use. There 
is no depression of respiration. Slight pain is sometimes 
noted in the recipient vein with dilutions higher than 2.5%. 
Hypotension commonly occurs, but small doses of pressor 
drugs soon restore the blood pressure. Nitrous oxide has 
a remarkable synergism with viadril. If necessary, relaxant 
drugs, pethidine, and the volatile anaesthetic agents can be 
given at the same time as viadril, though much smaller 
doses are needed. 


Technique of Administration 

Viadril was supplied for this clinical trial in bottles con- 
taining 500 mg. The addition of 19.8 ml. of normal saline 
results in a 2.5% solution. This is injected into the tubing 
of a giving-set, as already described. If the patient is 
engaged in conversation he will say he feels nothing. After 
a minute or two the creases in the face begin to smooth 
out. Blinking begins and finally the eyes close. Soft 
snoring supervenes a minute or two later. This process 
takes about five minutes. The observer cannot but be 
struck by its resemblance to the coming of ordinary sleep. 
The fact that viadril is a steroid promotes interesting specula- 
tion into the mechanism of normal sleep. Viadril induction 
is quite different from thiopentone induction. There is 
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The patient has no feeling that 
There is no unpleasant 
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no yawning or sighing. 
“something is about to happen.” 
smell or taste. 

After the patient has fallen asleep, quite naturally as it 
were, he remains peacefully in that condition. There is no 
stertor. The colour remains pink and the pulse is unchanged. 
The patient is now allowed to breathe 20-30 breaths of a 
nitrous oxide and oxygen mixture in the proportion of 
3 litres of the former to 1 litre of the latter. This dilute 
mixture can be given with the utmost confidence, owing 
to the remarkable synergistic effect of nitrous oxide and 
viadril. 

At the end of this induction it will be found that the 
laryngeal reflex has been obtunded and intubation with a 
cuffed tube can now be carried out. The patient may 
“buck” slightly but soon settles down. With the doses 
that I have used breathing continues normally and hyper- 
pnoea may occur, but in spite of this there is very little 
resistance to assisted respiration and the patient's breathing 
can be “taken over” almost at once. Relaxation is good, 
though not comparable to that of gallamine triethiodide 
or suxamethonium. Bleeding is usually much reduced. The 
blood pressure may fall, but it responds very quickly to 
small doses of vasopressors. - Throughout, the colour of 
the skin is pink. At the end of operation the nitrous oxide 
is cut off and coughing begins, quickly followed by grimac- 
ing. On return to the ward the patient lies in an apparently 
normal sleep. After a short period he can be roused. At 
the end of an hour or so he is fully awake, and in reply 
to questions will say he feels well and is in no pain. 
Euphoria is a distinct feature of this agent. Vomiting 
occurred in only one of the cases here reported. 

At all times my supplies were restricted, and it will be 


seen that only one patient received as large an amount as 


1,250 mg. of viadril (Case 6). 

American workers report the use of other adjuvants, 
pethidine, gallamine triethiodide, and suxamethonium being 
used. It must be remembered, however, that the duration 
of their operations much exceeds common British practice. 
Analysis of one American series (personal communication) 
of 57 cases in which viadril was given yields the following 
figures. Of the 28 cases in which the duration is mentioned 


the average time was 34 hours, the individual times ranging 
between half an hour (one case) to 8} hours (one case). 
The average dose of viadril was 1,301 mg., ranging from 
500 (one case) to 3,000 mg. (one case). Of these cases, 
18 received pethidine, the average dose being 66.6 mg., 
ranging from 15 (one case) to 210 mg. (one case). The 
other adjuvants mentioned were thiopentone, 175 mg. ; 2 ml. 
of p-tubocurarine chloride and suxamethonium chloride for 
the peritoneal closure; p-tubocurarine chloride, 54 ml. ; 
p-tubocurarine chloride, 44 ml.; “small amounts of suxa- 
methonium”; and “a suxamethonium drip” (no total 
mentioned), 

In my series of 19 cases the average time was 26 minutes, 
ranging from 8 (one case) to 90 minutes (two cases). The 
average dose of viadril was 824 mg., ranging from S00 (two 
cases) to 1,250 mg. (one case). All except three were pre- 
medicated with “omnopon,” 4 gr. (22 mg.), and scopol- 
amine, 1/150 gr. (0.43 mg.). In Case 4 morphine, } gr. 
(22 mg.), and atropine, 1/100 gr. (0.65 mg.), and in Case 8 
morphine, } gr. (11 mg.), and atropine, 1/100 gr. (0.65 mg.). 
were given ; another had pethidine, 100 mg., and atropine, 
1/100 gr. (0.65 mg.). None received pethidine during the 
operation. Case 6 (see below) required 80 mg. of gallamine 
triethiodide and Case 8 50 mg. of suxamethonium. Local 
infiltration of lignocaine and adrenaline to obviate bleeding 
was used as routine in three cases (two thyroidectomies and 
one dacryocystorhinostomy). Chlorpromazine was used 
in Case 1. No significant reaction was noted. 

A précis of the anaesthetic case histories is given in the 
Table, and three fuller histories are given to bring out 
various points. 


Illustrative Cases 


Bad Risk: Case 8—Man aged 76. General condition 
very poor, ears cyanosed, tongue very dry and furred. 
Emaciated. Ill for six weeks with “ stomach trouble.” Very 
deaf ; extremely difficult to take history. Barium enema 
previous week showed “ large filling defect” of stomach. 
Perforated eight hours previously. Premedication : mor- 
phine, 4 gr. (11 mg.), and atropine, 1/100 gr. (0.65 mg). 
Temperature 102° F. (38.9°C.), pulse 112, B.P. 160/100. 
At 11.33 viadril, 400 mg., injected into drip. 11.38 : patient 


Summary of Anaesthetic Case Reports 


Case | Sex Pre-operative Pre- Viadril Conduct Length of | Post-operative Vomit- 
No. jand Age Operation Condition medication | (ms.) of Operation Op. (min.) | Condition ing 
1 M 73 | Cystoscopy;| Very good; has | Omnopon, ~ 750 Excellent relaxation. Hypoten- | 60 | After }? hour could be No 
extravesical large scrotal her- 4 aer.; sion relieved by methylam- roused ; said, * *I feel 
prostatec- nia. B.P. 14080 scovol- phetamine 30 mg. Chlorpro- | all right.” Eight 
tomy ; bilat- amine mazine 50 mg. intramuscu- hours later was read- 
eral vasec- 1150 gr. larly® ing newspaper. De- 
tomy veloped thrombo- 
phlebitis 
2 M 55 | Cystoscopy; | Excellent | Omnopon 750 | “Some fullness " in arm during 62 1} hours later: excel- 
extravesical B.P. 120 70 | & #3 induction. Relaxation excel- | lent condition, says 
Prostatec- | scopol- lent Patient almost “ apnoeic } | he has no pain 
tomy, | | amine at will” —ie., breathing can | 
bilateral 1/150 gr. be easily taken over. B.P. | } 
vasectomy | fell to 155/90 | 
3 M 73 Transvesical | Fair Was admitted Omnopon 750 | Patient coughed once or twice. | 40 Patient answered to his - 
prostatec- 4 days earlier for gr.; When N,O'O, mixture was mame } hr. later. 
| tomy; emergency supra- scovol- raised from 3 1 to 6/1 patient | Four hours later was | 
bilateral pubic cystostomy amine relaxed. B.P. fell from 170 80 | in excellent condi- 
vasectomy i retention. 84 | 1 150 gr. to 95 S50, but methylampheta- tion and free from 
oz. urine evac- mine 15 restored this t | i 
uated from blad- 150 80 
} der. Haemoglo- 
| bin blood 
urea, 105 mg. 
B.P. 170/80 
4 | M 80 | Partial thy- | Good, Deviationol | Morphine | 300 | Local infiltration of 1 i i 
ignocaine 33 Twenty minutes later 
roidectomy trachea. B.P. 210 4 and adrenaline Excellent One 
} 100 B.P. fell to 120/ hour later: sitt 
| gr urgeon says, “ practic- up ; says he is “ di 
| ally no bleeding ” 
$ M 47/| L. Keller's Good Omnopon 780 | Very satisfactory 30 | 7s minutes later — * 
»/peration dozing. On 
scopol- roused says “ 
} amine fine” 
| 1150 gr 
* Routine: uses adrenaline 0-1 mg. in 60 ml. water as a prostatic capsule haemos i 
. . tatic. The chlorpromazine is here used as a prophylactic 
against pressor effects P. fell steadily until unreadable, though pulse good. Methvlamphetamine 30 mg. restored B.P. to 120/70 immediately. . 
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Summary of Anaesthetic Case Reports.—Contd. 
4 Case | Sex Pre-operati 
ve Pre- Viadril Conduct Length of Post-operative Vomit- 
No. jand Age! Operation Condition medication | (mg.) of Operation Op. (min. Condition ing 
6 | M 75 | See text 
7 | M 53} Excision of | Good Omnopon | 1,000 | Some hyperpnoea, but 18 Two hours and a half No 
hydrocele abolished by raising later: dozing—says 
scopol- mixture from 3/1 to 5/1 “ feels fine ” 
amine Developed thrombo- 
1/150 gr tis 
8 | M 76| Laparotomy | See text ¢ 
9 | M 29 | Trendelenbu: Good. Is a eunuch | Omnopon 750 | Patient “ bucked” on tube a 30 Patient do: in ward No 
Stripping (post-mumps) 4 er; good deal. Owing to shortage an hour later but 
s of scopol- of supply only 750 mg. viadril easily roused 
lower limb ouien given. Would have been bet- 
1/150 gr ter with 1,000 mg. B.P. pre- 
Gating 
120,60 
10 | F Localexcision | Good. B.P. 135/80 | Om opon 1,000 | Very relaxed 25 
of tumour 4 gr; satisfactory result. . fell sitting up in 
of breast to 85.60 
ne- 
1/150 gr 
il M 20 | Right inguinal | Good. B.P. 145/75 | Omnopon /| 1.000 | Good pee _ Surgeon 21 Two hours later patient = 
herniotomy er.; of sitting up in 
scopol- operation that muscies “were 
amine tonic, but assisted respiration | 
1/150 gr obviated this 
12 | F 32] Seetext 
13 | F 17 | Right lateral | Excellent. B.P. 130/ | Omnopon 750 | Very quiet smooth anasethesie il Quickly recovered No 
rectus resec- 65 $ gr.; B.P. rose to 150/100 (? CO, 
tion and scopol- pS then fell to 115 O 
recession amine 
1/150 gr 
14 | F 39/ Rt. dacryo- | Good. Agorenen Omnopon /| 1,000 | Asleep under five minutes. Nose 70 Forty minutes later Yes 
cystorhino- sive. B.P. 11070 4 gr: packed with gauze soaked in patient says she fe 
stomy scopol- 0.2 ml. cocaine hydrochloride fine; “ eve does not 
amine 15% containing 0-5 ml. adren- hurt 
1/150 gr aline (1: 1,000). Local infil- 
tration of eyelids with ligno- 
caine containing 1: 80,000 
adrenaline. After intubation 
nasopharynx packed. ‘ 
135/80. Excellent anaes- 
Colour pink, bleeding 
quiet respirations; 
B.P. 85; 0. Pulse 80 
15 | M 5S0/| (1) Right in- | Good. Fat a; Omnopon 750 | B.P. fell steadily from 100/80 to No 
guinal her- looks old. -_ 4 er. 60/50 at 42nd minute. Pulse 
niotomy. 2 70. Methylamphetamine, 
(2) Appen- previously 1S gr., had no effect. On 
dicectomy fm myxoedema) repeating dose B.P. rose to 
13080. Two hours later in 
ward, sitting up, delighted to 
have had operation. Sur- 
geon’s comment: “ Certainly 
does not look like man who 
had an operation two hours 
ago’ 
16 F 35] Localexcision | Excellent. B.P. Omnopon 750 Asleep in five minutes. Easily 20 Seen by surgeon 34 » 
of tumour | 130100 4 gr; intubated under N,O O, 3/1 hours later. Patient 
of breast scopol- sitting up in bed com- 
amine laining of slight 
1/150 gr dache 
17 M 53 | Dilatation of | Good 500 | No nitrous oxide. Slept peace- 8 Excellent. Rapid ” 
urethra 4 gf.: fully throughout procedure. recovery 
scopol- Jaw not relaxed. aes 
amine quiet; B.P. fell from 195/1 
1/150 gr. to 130/80, with pulse 66 
18t | F 50/| Radical Omnopon | 1,000 | Very satisfactory anaesthesia. 90 Fair. Coughing at end 
mastectomy 4 er.; Bleeding very troublesome. of operation but > 
scopol- This was due at first to slight pears shocked. : 
amine respiratory obstruction due to 110. Contents of re- 
1/150 gr. kinking of endotracheal tube. beste bag show 
Excessive bleeding persisted content =0-3%. 
after this had been dealt with Callaceed after re- 
and in spite of fall in B.P. turn to op and re- 
from 160/90 to 115/105 and quired further pint of 
very quiet respiration; trans- blood to restore her 
fused with | pint of blood condition 
during operation 
19 | F 28 | Partial thy- Good, thin; was | Omnopon /[1,000 | Local infiltration with lignocaine 90 Excellent. Coughed as 
roidectomy toxic 3 months + er.; and adrenaline. Breathing soon as tube was 
if but — quiet and shallow. removed and nodded 
- mot now; ne aily “ bucked ” slightly when head when spoken 
been treated 1/150 gr. trachea was disturbed, but to. 80 minutes later 
medically assisted respiration overcame patient conscious 
this within 3 or 4 breaths. ward; had slightly 
Very satisfactory anaesthesia sore throat when 
swallowing. Dev | 
ed thrombophlebith | 


t This is the same patient as Case 10. 
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sleeping lightly ; viadril, 250 mg. (total, 650 mg.) ; ears now 
pink. N2O/QOs (3/1) begun ; patient intubated. 11.45: on 
table, almost apnocic; B.P. 170/70, pulse 120. 11.50: 
abdomen opened ; fluid in peritoneum (stomach conients) ; 
carcinoma of stomach found with many secondaries in liver ; 
B.P. 150/80, pulse 150. 12.05: operation very difficult on 
account of secondary involvement of mesentery, peritoneum, 
colon, etc., and adhesions between all these organs. Blood 
transfusion begun. The perforation could not be found. 
Three pints (1.7 litres) of fluid were aspirated from the 
peritqneum and the heart began to fibrillate (B.P. 100/60, 
pulse 118, respirations 36). Methylamphetamine hydro- 
chloride, 30 mg., restored the B.P. to 120/80. At 12.30, 
the perforation not having been found, the peritoneum 
was closed. One-half was sutured with ease. The patient 
now began to tighten up. Suxamethonium, 50 mg., relaxed 
him at once. The operation was completed at 12.40; the 
patient was then pale, but pink, with a dry skin. The pulse 
was of good volume but fibrillating. Death occurred on 
the fifth post-operative day. 

Very Satisfactory Anaesthetic : Case 12,-Woman aged 32. 
Operation : medial rectus recession. Premedicated with 
omnopon, + gr., and scopolamine, 1/150 gr. B.P. 110/70. 
At 9.59, viadril, 750 mg. (B.P. 130/65, pulse 120). 10.02, 
asleep. 10.04: N:O/O» (3/1) begun. 10.06: intubated. 
10.12: patient nearly apnoeic (B.P. 115/60). 10.20: 
breathing regular and of adequate volume. 10.25 : opera- 
tion completed, NxO/O: stopped ; coughed immediately. At 
11.00 the patient was seen in the ward, sleeping. Easily 
aroused, she asked—although the conjunctival sac of the 
affected eye was filled with blood—*“ Have I been done ?” 
and when reassured said, “ Lovely ; I've been asleep.” 

Unsatisfactory Anaesthetic: Case 6—Man aged 75. 
Operation : herniotomy and repair ; orchidectomy. A very 
fit, well-built man who appeared younger than his years. 
B.P. 180/80. At 11.04, viadril, 750 mg. 11.12 : patient 
was “ just asleep,” N2O/O:2 (5/1) begun. 11.17: not relax- 
ing ; viadril, 250 mg. 11.22: unable to intubate. 11.30: 
viadril, 250 mg. 11.35: intubated ; still coughing. 11.40 : 
relaxing (B.P. 100/60). 11.45 : methylamphetamine hydro- 
chloride, 20 mg. 11.48: patient still coughing (B.P. 110/70). 
11.50, NeO/Os still running at 5/1; patient resented cord 
being pulled. 11.53: orchidectomy complete ; operation 
proceeding with difficulty. 12.10: gallamine triethiodide, 
80 mg. 12.15: B.P. 120/80, pulse 100. 12.25: operation 
completed, neostigmine, 25 mg., atropine, 1/100 gr. 
(0.65 mg.), patient began to cough immediately. N:O 
cut off. 

On consideration of Case 6 it was thought that the viadril 
when being injected into the tubing of the drip was going 
up into the saline bottle. As a result the routine was insti- 
tuted of closing off the tubing by means of a clamp whilst 
the injection was actually being given, a few millilitres at 
a time ; stopping the injection ; opening the clamp to dilute 
the viadril ; then repeating the process as often as necessary 
until the full dose had been given. 


Summary 

A steroid, viadril (21-hydroxypregnane-3 : 20-dione 
sodium succinate), has been used as an anaesthetic in 
19 cases. The pharmacology of the drug is discussed 
and the mode of administration described. Usually pre- 
medication was with omnopon and scopolamine, and 
maintenance by nitrous oxide and oxygen. In some 
cases relaxants were also given. 

Viadril anaesthesia resembles normal sleep ; relaxa- 
tion is fairly good and bleeding usually much reduced. 
The patient is fully awake in an hour or so after opera- 
tion, feeling well and without pain. Hormonal effects 
are absent and vomiting is rare. 

Disadvantages are the slowness of induction and the 
risk of thrombophlebitis in the injected arm. Measures 
to combat these are suggested. 
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Details of the 19 cases are tabulated, and three case 
histories given to emphasize special points. 


I am indebted to my surgical colleagues at the Moorfields, 
Westminster and Central Eye Hospital (Royal Westminster Branch 
and Highgate Annexe), the Connaught Hospital, Walthamstow, 
St. John’s Hospital, Lewisham, and the Lewisham Hospital for 
their patience and interest in this clinical trial; to Dr. Gilbert S. 
Gordan, of the University of Medicine, San Francisco, for his 
great help; and to Messrs. Pfizer Ltd., and especially Dr. A. M. 
Brunton, their deputy director of medical services in the United 
Kingdom, for the supply of viadril and for much of the in- 
formation contained in this report. 
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FAMILIAL TUBEROUS SCLEROSIS 


W. M. JORDAN, B.M., B.Ch., D.Obst.R.C.0.G. 
Late Senior House Officer, Solihull Hospital; Lately 
Captain, R.A.M.C. 


Tuberous sclerosis was first diagnosed in 1880 by 
Bourneville, who described the case of an epileptic 
imbecile who died of the disease ; and the disease was 
named after the discoverer. The fully developed disease 
is manifested classically by infantile epilepsy, mental 
defect, and the characteristic facial eruption of adenoma 
sebaceum. It is a rare hereditary disorder of tissue 
growth, in which many different tissues may be affected 
and many varying clinical syndromes found. It may be 
familial, and such an afflicted family is described. 


Family History 
The composition of the family is shown in Fig. 1. The 
family is mainiy domiciled in Malta, and is compounded of 
mixed Anglo-Maltese racial stock: The heredity is com- 


A 


Fic. 1.—Family tree, showing four members affected with tuber- 
ous sclerosis. ages of living members examined are shown. 
grandfather married his first wife’s sister. 


plicated by the two marriages of the grandfather, who 
married his deceased wife's sister. The four patients 
affected by tuberous sclerosis are all alike, showing the 
typical facies, and anxious family inquiry is made whenever 
a child is born into the family. All other members of the 
family are of normal facial appearance and are reputedly 
healthy. 


Case 1 


This young girl died in convulsions at the age of 14 years 
in 1935. Zahra Neumann (personal communication) states 
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that the girl had suffered all her life from major epilepsy, 
and that the attacks increased in severity with the onset of 
puberty. She had a developmental asymmetry of the face, 
but did not show the lesions of adenoma sebaceum. She 
suffered also from congenital heart disease, and from 
retarded mental and physical development. No post-mortem 
examination was made, so the diagnosis of tuberous sclerosis 
as the cause for the congenital epilepsy is inferential. 


Case 2 


This patient, a woman of 39, is the mother of five children, 
including Cases 3 and 4. She is the half-sister of Case 1, 
having the same father, and their respective mothers being 
siblings. As a child she suffered from major epilepsy, and 
in early adult life from minor epilepsy. She was slow and 
late in development and was backward in her speech, and 
for many years she 
had a bad stam- 
mer. She was 
always shy and 
retiring when 
young on account 
of her peculiar 
skin condition and 
stammer. She has 
never suffered 
from any other 
illnesses. 

When examined 
her face showed a 
pronounced degree 
of adenoma 
sebaceum (Fig. 2). 
The lesions 
covered the whole 

= face and forehead 
Fic. 2.—Case 2. Photograph showing and upper neck 
pronounced adenoma sebaceum. anteriorly. They 
were largest 
around the naso-labial folds, where some of them were 
of the size of a split-pea, and others protruded as peduncu- 
lated excrescences above the skin. They were discrete and 
pinkish in colour. They diminished progressively in size 
peripherally, until they could be picked out as small elevated 
pinheads above the skin, which contained telangiectatic 
capillaries. 

The adenoma sebaceum had been present as long as she 
could remember, and the lesions had increased imperceptibly 
in size over the years. Some of the larger adenomata with 
well-developed pedicles had been treated by the constriction 
of horse hair around their bases. 

Physically she is now a very healthy woman, with no 
other congenital signs. There are no associated congenital 
abnormalities, and radiographs of the skull and extremities 
and of the lung fields are all normal. 

Mentally she presents as a woman of average intelligence, 
alert and lively, and quick in her responses to novel 
situations or to formal tests. She is stable and well balanced, 
runs her house and family affairs very capably, and can 
plan her future course of action ahead. She has a normal 
pleasant personality, and is an excellent mother to her five 


children. 
Case 3 


This patient, a schoolboy aged 13, is the second child 
of Case 2. He was a full-term infant of a normal and easy 
birth, but his mother could tell at birth that he was going 
to have “her kind of skin.” He developed well until he 
was 9 months old, when he began to have major epileptic 
fits. These fits were very violent and exhausting, and 
occurred about once a fortnight for two years. He 
frequently cut and bruised himself during these convulsions, 
and was admitted to hospital on several occasions for suture 
of scalp injuries. He never received any sedative or anti- 
convulsant therapy for his epilepsy, but gradually after he 


was 3 years old his seizures became less intense and less 
violent, dying away completely at the age of 4. He has 
been completely free from all epileptic attacks for nine years. 

After the onset of epilepsy he regressed mentally and 
developmentally and became grossly retarded. He was unable 
to walk until he was 54 years old, and he could not frame a 
coherent sentence until he was 7. But since that age he has 
developed with increasing rapidity. He is now in the 
fourth form at school and participates keenly in normal 
school activities. He is bilingual and can read and write 
English and Maltese. 

Physically he now presents as a healthy active schoolboy 
of slight build and pre-pubertal development. He has 
multiple small lesions of adenoma sebaceum covering the 
nose and cheek and beard areas. The lesions are slowly 
becoming more evident, and increase in size after any 
trauma. He has various traumatic scars on the forehead, 
and occipital alopecia where an infected dermoid cyst was 
excised at the age of 6 years. He also has an area of 
alopecia in the right parietal region, where the skin 
is thickened and lustrous. He has no other physical or 
congenital abnormalities. 

Psychologically he is a quiet and shy boy, who speaks 
English with a pronounced Maltese intonation. As Maltese 
is his “ natural ” language, exact reliance cannot be placed 
upon intelligence testing, but his mental age is estimated 
to be in the region of 84 years (chronological age 134 


years). 
Case 4 

This boy aged 84 years is the youngest son of Case 2. His 
mother was well during the pregnancy and free from virus 
infections, and had a normal easy delivery. He weighed 
7 Ib. 4 oz. (3.3 kg.) at birth, and was breast-fed for six 
months. He was apparently normal at birth, and his mother 
thought his facial appearance was normal. All the early 
milestones of physical development were passed normally ; 
he walked when he was 18 months old; he was talkative, 
and spoke many common words. 

He developed petit mal at 3 years, and had two or three 
attacks daily for a period of nine months. In an attack 
he would suddenly stand quietly, run to a chair or bed, 
stare into emptiness, and then make repeated swallowing and 
shivering movements ; if he was approached by his parents 
he would push them away. Each episode lasted about two 
minutes, and was followed by an unnaturally deep sleep 
for at least two hours. There was no tongue-biting or 
involuntary micturition. He was treated with sedation by 
phenobarbitone tablets for three years. Five years have 
elapsed since his last attack. He started to develop the 
early lesions of adenoma sebaceum when he was 3 years 
old, coincident with his attacks of petit mal. 

At a recent examination he had a pink raised facial rash 
of butterfly pattern distribution, with discrete red pin-point 
spots especially prominent by the nasio-labial folds. His 
physical development was normal, his vision and hearing 
were good, and there were no abnormal physical signs in 
any system. Radiological examinations of the skull, hands, 
and lung fields were normal. 

His speech was normal until the onset of his epilepsy, 
but from then onwards he retrogressed steadily. He 
gradually spoke less and less, until he appeared to his mother 
to have forgotten how to speak. It was the inability to talk 
at the age of 84 years that induced his mother to seek 
medical advice and led to the whole family coming under 
review. He then had a vocabulary of about 40 words, all 
of them common objects which he could recognize in life 
or in pictorial representation, and to which he could ascribe 
the correct name; and for these words his phonation and 
articulation were distinct. But for the rest of the time he 
made unnatural crowing noises and jabbered gibberish. He 
understood and obeyed simple commands, such as “ clap 
your hands.” 

In his habits he is cleanly and his sphincteric control is 
good. He always dresses himself and manages to use a 
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knife and fork capably. He is placid and good-natured in 
temperament, without any psychotic tendencies, nightmares, 
or tantrums. He has never been to school or undergone 
any special or institutional training. He lives at home, and 
each morning he performs much of the routine housework, 
the sweeping and dusting, and drying of dishes, and does 
the shopping and fetches the groceries. On occasion he 
exhibits a striking form of stereotyped movement, a com- 
pulsive obsession to moisten objects with saliva and polish 
them vigorously, and other forms of repetitive hand and 
finger play. In summary, his vocabulary and behaviour and 
responses to requests are similar to those of a mongol child, 
and probably correspond with a mental age of about 2 years. 

The remaining three children 'in the family are all 
unaffected by tuberous sclerosis. The eldest son is lively 
and intelligent and well developed, and is the hope of the 
family. The twin girls are bright self-possessed young ladies 
of good average intelligence. They all speak English and 
Maltese with equal facility. 


Discussion 

Tuberous sclerosis is a rare disease, but with increasing 
recognition of its salient features and clinical manifestations 
it is being diagnosed more frequently. The incidence in 
America has been estimated at about 1 in 500,000 in the 
general population (Ross and Dickerson, 1943). In London 
the incidence of tuberous sclerosis with mental defect is 
about 1 in 300,000, and the milder forms without mental 
defect probably occur equally often (Dawson, 1954). All 
surveys show an approximately equal sex incidence. The 
family here reported contains the first cases diagnosed in 
Malta. 

Tuberous sclerosis is a congenital disorder in which 
tumour-like masses are found in large numbers in many of 
the tissues of the body. These lesions are not confined to 
tissues of a single germinal layer, for the abnormalities of 
skin and brain are ectodermal and those of the kidneys, heart, 
and lungs are mesodermal in origin. The lesions are remark- 
ably non-progressive and show little tendency to grow in 
size during life. The cutaneous lesions of adenoma sebaceum 
may not be apparent at birth, and often become prominent 
only when the normal adolescent development of the 
sebaceous glands takes place ; but after puberty they remain 
static and may even regress slightly. There is no evidence 
that these multiple tumours could be caused by a placenta- 
passing virus or that there are any exogenous aetiological 
factors. Tuberous sclerosis is a true tissue dysplasia, 
beginning in the earliest months of foetal life. 

Dickerson (1951) has published a complete review of the 
familial occurrence of tuberous sclerosis. When a family 
is affected cases may be found in different generations, and 
many members may be sufferers. In one family which he 
reported there were eight cases ; and in a family subsequently 
reported by Dawson (1954) a mother and 9 of her 12 children 
were affected, most of them suffering from mental defect 
and epilepsy. 

The precise pattern of inheritance has been investigated 
by Penrose (1938), who concluded that the disease was 
transmitted by a dominant gene. The great clinical variation 
in the heterozygous state he explained by the existence of 
modifying genes in the same zygote, which might lead to 
abortive forms or might even completely mask the dominant 
gene. The homozygous state has never yet been reported. 

Half of the patients suffering from tuberous sclerosis have 
no relatives at all affected by the disease. These cases must 
have arisen by mutation, and if it were not for the high 
mutation rate the disease would have died out rapidly owing 
to its dysgenic effect. 

One interesting factor in the heredity of such a 
pleomorphic disease is that in many families the pattern of 
the disease remains remarkably constant. Thus the prognosis 
for the younger children and infants may be assessed and 
evaluated by a careful examination of any affected relatives, 
and all members of the family should be sought out and 


examined. In addition to this main hereditary pattern of 
the classic disease, the inconstant and rarer manifestations 
of tuberous sclerosis are also hereditary. Particular families 
have been described in which such features as nail-bed 
tumours, cystic phalanges, retinal tumours, shagreen skin 
patches, renal tumours, cystic lungs, and laryngeal polyps 
have all proved hereditary (Dickerson, 1951). In each family 
the pattern of transmission may be complicated by formes 
frustes in apparently unaffected members. 

The diagnosis of tuberous sclerosis in a florid case of 
infantile epilepsy and mental defect should become obvious 
when the lesions of adenoma sebaceum appear. But it has 
now become apparent that tuberous sclerosis is a very 
pleomorphic disease, with lesions in many different struc- 
tures and with divers modes of presentation, which often 
render diagnosis difficult. Patients may present with 
epilepsy, with mental retardation in a child, with dyspnoea 
in an adult, with swellings in the loins, with facial lesions, or 
in many other different ways. Careful examination will 
almost always show other stigmata of tuberous sclerosis, 
although occasionally the diagnosis may be made only by 
finding relatives with adenoma sebaceum or other conclusive 
features of the disease. Thus when an adult presents with 
dyspnoea or spontaneous pneumothorax, and is found to 
have radiographic changes of honeycombing of the lungs, 
or when a child presents with haematuria and abdominal 
pain, and is found to have renal tumours or polycystic 
kidneys, then tuberous sclerosis must be considered in the 
differential diagnosis. 

Confirmatory evidence is most likely to be found in the 
skin or the eyes, or by radiographic examination of the 
skull and extremities. In the skin the commonest and most 
obvious stigma is adenoma sebaceum. Other common 
diagnostic features are the patches of thickened shagreen 
skin, often 3-4 in. (7.5-10 cm.) in diameter, located usually 
in the lumbar.region, and multiple subungual fibromas and 
haemangiomas. Ophthalmoscopic examination often dis- 
closes the retinal phakomas which are seen as several small 
round white plaques, about half the size of the optic disk. 
Plain x-ray examination of the skull reveals in 80% of cases 
multiple areas of low-density intracranial calcification, and 
scattered sclerotic plaques can be seen in the cranial vault 
in 40% of cases. Holt and Dickerson (1952) have demon- 
strated characteristic changes in x-ray films of the hands 
and feet in 66% of cases. These consist of localized cyst- 
like areas of bone destruction in the phalanges and irregular 
periosteal new bone formation along the shafts of the 
metacarpal and metatarsal bones. Careful examination of 
individual cases of tuberous sclerosis will often reveal other 
types of skin lesions, visceral tumours, or congenital 
abnormalities, but none of these are constant enough to 
confirm a clinical diagnosis. 

The prognosis in tuberous sclerosis is poor, but is not as 
gloomy as is usually stated. Russell Brain (1951) declares 
that “ most patients finally reach a mental state comparable 
with that of an advanced stage of schizophrenia. A few 
remain stationary at the mental level of a low-grade 
mentally defective patient. Death occurs early, usually 
before the age of 20, although some patients survive into 
the third and fourth decades.” This is an accurate and 
succinct account of the course of the classical disease, and 
is especially true of those patients in mental deficiency 
institutions ; but it is not a true picture of the disease as 
a whole, where increasing experience has shown that mild 
forms of the disease occur as often as the severe forms 
(Dawson, 1954). Mental defect probably occurs in only 
half of the cases, and some patients with retarded develop- 
ment improve surprisingly with adolescence. Although 
probably most tumours of tuberous sclerosis are present at 
dirth, they often do not manifest themselves until later in 
life, while the pulmonary form of the disease always presents 
in adult life. 


The prognosis in any afflicted patient may be assessed 
more accurately by a careful investigation and study of 
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other members of the family. This will often bring to light 
several undiagnosed cases, and, as the disease in any one 
family tends to breed true to type, the management of the 
individual is assisted by further knowledge of the family. 


Summary 


Tuberous sclerosis is a rare disorder of tissue growth, 
in which many different tissues may be involved. It is 
hereditary and may be familial: an Anglo-Maltese 
family is here described in which four members were 
affected. The classic descriptions of the disease, to 
which the name epiloia was given, concentrated on the 
symptom triad of infantile epilepsy, mental deficiency, 
and adenoma sebaceum of the face, and emphasized 
the bad prognosis. But only about half the sufferers 
exhibit the disease in this fully developed form, and 
milder forms with good prognosis occur just as often 
as the severe ones. The disease is very pleomorphic, 
and other common manifestations are renal or retinal 
tumours, and cystic lungs and phalanges. The disease 
is probably transmitted by an incompletely dominant 
gene, and in any affected family the pattern of the 
disease remains constant. Whenever tuberous sclerosis 
is suspected or diagnosed in a patient the remaining 
members of the family should be studied. 
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Evidence continues to accumulate that there is a distinct 
relationship between the ABO blood groups and certain 
diseases. The incidence of Group A has been shown to 
be unduly high in subjects suffering from pernicious 
anaemia (Buchanan and Higley, 1921), carcinoma of the 
stomach (Aird ef al., 1953), and bronchopneumonia in 
infancy (Struthers, 1951). Group O has been found to 
occur with excessive frequency in persons suffering 
from peptic ulcer (Aird ef al., 1954). It has been pointed 
out (Clarke er al., 1955) that in the latter disease the 
Group O excess is confined to duodenal ulcer subjects. 
The present communication on the relationship of the 
ABO blood groups to peptic ulcer was prompted by 
previous investigations relating to patients in selected 
English hospitals. In Scotland, important differences 
exist both in the prevalence of peptic ulcer in general 
and in the geographic distribution of the ABO blood 


groups. Duodenal ulcers, as opposed to gastric ulcers, 
are between three and four times more frequent in 
Glasgow than in London (Doll, 1952) ; Group O is also 
present in a slightly greater proportion of the population 
than in England, Group A_ being correspondingly 
diminished. 

This communication reports the results of a survey, 
carried out in Glasgow, into the ABO Rh(D) blood- 
group distribution in 2,059 patients suffering from peptic 
ulcer. In 276 of these subjects we have also investigated 
the maximum acid output of the stomach in relation to 
the above blood groups. 


Collection of Data and Controls 


The survey was carried out in two adjacent Glasgow 
Hospitals. The peptic ulcer clinic.of the Western Infirmary 
supplied information relating to 1,588 cases, collected over 
the period 1946-55. Data concerning a further 471 subjects 
were obtained from the Southern General Hospital for the 
years 1952-5. Both in-patients and out-patients were in- 
cluded. The following items were recorded for each patient : 
site of ulcer, method of diagnosis, occurrence of previous 
acute complication, ABO group, sex, age, and place of 
residence. In 1,606 subjects the rhesus group was also 
noted. 

It is obviously essential in a study of this type to ensure 
accuracy in diagnosis and in blood-grouping methods. Our 
criterion of diagnosis in 1,177 cases has been visualization of 
the ulcer at operation. In the remaining 882 patients the 
diagnosis has been accepted when a chronic peptic ulcer 
has been demonstrated by barium-meal examination and 
has confirmed a presumptive clinical diagnosis. These two 
groups of patients have been subsequently analysed 
separately, for we have been interested to discover whether 
any difference in blood-group frequency existed between 
patients diagnosed by x-ray examination and treated 
medically in the first instance, and those, presumably cases 
of a more severe nature, who required operation at some 
stage of the disease. The blood groups of the ulcer patients 
were determined at the Regional Blood Transfusion Centre 
in Glasgow for the Western Infirmary cases, and in the 
pathology department, Southern General Hospital, for 
patients from that hospital. The blood groups were 
specially determined for this investigation, freshly col- 
lected venous blood specimens being used. The ABO 
group was established by testing both cells and serum. The 
Rh(D) group was established, using two potent saline 
agglutinating sera. The control series was provided by 
5,898 consecutive new registrations of blood donors at the 
Regional Blood Transfusion centre made over the period 
1952-5. According to their location, the ulcers have been 
classified as duodenal, including juxtapyloric; gastric ; 
combined gastric and duodenal ; and stomal. 

An explanation of the excess of Group O in duodenal 
ulcer patients recorded by previous authors may be that 
there is an association between possession of blood Group 
O and excessive output of acid by the stomach (Koster ef al., 
1955). We have investigated this possibility. The aug- 
mented histamine test (Kay, 1953) was carried out on 276 
patients in whom the diagnosis of peptic ulcer and the 
ABO Rh(D) blood groups had previously been established. 


The basic data are recorded in Table I. The percentage 
increase of Group O over controls for each subgroup of 
cases is indicated in Table II. Although an increase is 
recorded in each instance, subsequent analysis reveals that 
only in some of the subgroups is this increase of statistical 
significance. Certain comparisons have been made within 
the material, subdividing it in a variety of ways. The 
primary subgrouping has been according to the site of the 
ulcer. In addition, our aim has been to ascertain whether 
clinical severity or site of the ulcer is mainly responsible 
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Taste I.—Basic Data 


o A B AB | Total 
Controls 3,177 | 1,906 | 637 178 | 5,898 
Total peptic ulcers 1,200 630 | 182 47 | 2,059 
Duodenal _,, 947| 517/145 | 33 | 1,642 
Gastric ; 174 90; 27 300 
Combined duodenal and gastric ulcers 24 9 5 0 38 
Stoma! ulcers $$ 14 5 79 
Duodenal ulce oper ative diagnosis... | 305| 270| 71 | 20 | 866 
Gastric ulcers, operative diagnosis 113 
X-ray diagnosis 61 35 7 3 106 
All cases with heemorr or per- 
foration 339 163 | 42 13 557 
Duodena! ulcers with haemorrhage or | | 
perforation 279 13%; 33 | il 459 
Gastric ulcers with haemorrhage or | | 
perforation .. ss} 3 | 2] 3: 
Rhesus group: all ulcers .. Positive, 1,319; negative, 287 1,606 
Controls .. » 4,899; 5,898 
Taste Il.—Percentage Group Frequencies 
% In- 
| crease 
Lm | O | on | A | B | AB 
Con- 
| trols | 
Controls 87 32:32 | 1080 | 3-02 
Total peptic ulcers 2,059 | 58:28 | 8-18 | 30-59} 8-84/ 2-28 
Duodenal ulcers 1,642 | 57-68) 705 /31-49) 883) 201 
Gastric ulcers. 300 | 58-00} 767/3000/ 900} 3-00 
Combined duodenal! and gastric 
ulcers 38 | 63-16 | 17-24 | 23-68 | 13-16 | 0-00 
Stomal ulcers 79 | 69-63 | 29-25 | 17-72 | 633) 633 
Duodenal ulcers, operative diag- gy | 
nosis | 866 | 58-31) 822) 3118] 8.20] 2-31 
Duodenal ulcers, X-ray diag- | 
nosis 776 56-96 | 5-73} 31-83 953} 1-67 
Gastric ulcers, operative diag- 
nosis 194 | 58-25; 8-13 | 28-35 | 10-30) 3-09 
Gastric ulcers, X-ray diagnosis 106 | 57:54} 681/33-02| 660/ 2-83 


All cases with haemorrhage or 


perforation 557 | 60-85 | 12-96 | 29-27] 7-54] 2-33 
Duodenal ulcers with haemor- 
rhate or perforation 459 | 60-78 | 12-82 | 29-63 7-19 | 2-40 
Gastric ulcers with haemorrhage 
or perforation $5 | 63-67 | 18-19 | 27-26 5-45) 3-62 


Rhesus-group frequency : all 
ulcers 


606 Positive, 82-13; negative, 17-87 
Controls 5,898 83-10; 16-90 


for the increase in Group O frequency. The duodenal 
and gastric ulcer groups have therefore been subdivided 
according to the method of diagnosis and presence of com- 
plications, on the assumption that a diagnosis based primarily 
on operative evidence or presentation with haemorrhage or 
perforation denoted a more severe type of ulcer. The 
a was confirmed surgically in all cases of stomal 
ulcer. 

In analysing our figures we have compared Group O 
against Groups A, B, and AB individually, and not against 
these groups combined together. Table I] shows that when 
Group O is increased it is not necessarily at the expense of 
Groups A, B, and AB to an equal extent. In certain cases 
when Group O is increased one of the other groups is also 
increased. Therefore, our ,’ tests being in terms of all four 
groups, there are three degrees of freedom throughout. 

Peptic Ulcer: All Cases——The proportion of patients 
having Group O is considerably increased ; this is statistically 
significant (x’= 15.39, P<0.01). The rhesus group distribu- 
tion of 1,606 patients is recorded, and shows no significant 
difference from the control series (x?=0.8): in this respect 
Aird et al. (1954) report similar findings. 

Duodenal Ulcer—A significant increase is present in the 
frequency of Group O in the duodenal ulcer patients com- 
pared with the controls (y’=13.15, P<0.01). The results 
have been further analysed, depending on the occurrence 
of complications and the method of diagnosis. All the 
peptic ulcer patients who sustained haemorrhage or per- 
foration show an excess of Group O, and this is statistically 


signficant (x°=11.99, P<0.01). Among this group the 
duodenal ulcer patients are responsible for the increase in 
frequency of Group O (x*= 10.88, P<0.01), to which the 
gastric ulcer subjects do not contribute (x? =4.06, P>0.05). 
In the duodenal ulcer patients whose disease was so severe 
as to warrant operation the increase in Group O is again 
significant (x°=9.21, 0.02<P<0.05); in contrast, among 
those in whom diagnosis has been confirmed by barium- 
meal examination it is observed that the increase in 
Group O, while still manifest, is no longer statistically 
significant (x*=6.6, P>0.05). However, comparing those 
cases with haematemesis and perforation against the rest, 
there is no significant difference (x*=2.76, P>0.05). Also 
comparing the duodenal ulcers submitted to surgery and 
those confirmed by x-ray examination only, there is again no 
significant difference (x*=1.911, P>0.05). The results sug- 
gest that the more severe cascs—those that required surgical 
treatment—make the greater contribution to the observed 
increase in frequency of Group O, although the difference is 
not statistically significant. 

Gastric Ulcer.—In our series no significant difference was 
noted between the ABO group frequencies of patients with 
gastric ulcer and the controls (x*=2.24, P>0.05). In actual 
fact, the percentage of Group O is higher in this group than 
in duodenal ulcer. The non-significance may be due to the 
smaller number of gastric ulcers (300) compared with those 
of duodenal ulcers (1,642). The total number of patients 
who had both gastric and duodenal ulcers was too small 
for separate analysis. 

Stomal Ulcer—The percentage increase of Group O 
compared with controls was greater in stomal ulcer than in 
any other subgroup. Although the number of stomal ulcer 
patients is comparatively small, statistically the excess of 
Group O is highly significant (x*=13.00, P<0.01). Com- 
paring the figures for stomal ulcer against all other sites of 
ulceration, the difference is significant (x*=7.815, P<0.05). 
In 68 of our 79 patients the site of previous ulceration had 
been duodenal (Table III), and this would suggest a possible 


Taste IIIl.—Site of Previous — Ulcer in 79 Cases of Stomal 
cer 

Duodenal .. 68 Duodenal and gastric 1 
Gastric 3 | Not recorded .. 7 
explanation of our findings. However, the possibility 
cannot be excluded that the greatly increased incidence of 
Group O in patients having stomal ulcers is a particular 
attribute of ulcers in this situation. 


Age and Sex 


Since Aird et al. (1954) have been unable to detect any 
significant difference in sex proportion or age between ulcer 
patients of the four ABO groups, we considered that further 
investigation along these lines was not justified at this time. 
Instead our object has been to detect whether our cases con- 
stitute a representative sample of the ulcer patients treated 
at the hospitals in this area. No information is available 
concerning patients at the Southern General Hospital, from 
which the smaller number of our cases were drawn. 


Taste IV.—Peptic Ulcer: Sex and Site Distribution. Comparison 
with Recent Series (Jamieson et al., 1949) 


Sex and Site Distribution Ratio 
Jamieson Jamieson 
Site Male | Female} Present etal. Present ai. 
Series | (1949) || Series | (i949) 
Duodenal .. .. $1,321 321 Male 
Tic 214 86 12-49:1/ 18:1 1:617] 1:95 
“ Double ” ulcer, 
G.U.andD.U. .. At 4 
1 :3- 
Total [1,639 | 420 |3-90:1]3-5:1 
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However, at the Western Infirmary, a two-year survey of 
ulcer patients has been carried out (Jamieson et a/., 1949), in 
which information concerning a total of 3,258 patients was 
analysed. In Table IV we have recorded the site, distribu- 
tion, and sex of our ulcer cases, and also the male: female 
ratio and the gastric: duodenal ulcer ratio, together with the 
results obtained by the previous authors. Excluding the 
cases of “double” and of “stomal” ulcers, in which the 
numbers are so small as to vitiate useful comparison, it will 
be observed that no gross dissimilarities are present. In 
our series a slightly elevated male:female ratio in gastric 
ulcer subjects with an associated depression of the gastric: 
duodenal ratio has been caused by a relative excess of gastric 
ulcers, predominantly in our male patients. While a real 
alteration in incidence of gastric ulcer cannot be excluded, 
this finding is probably due to the increasing percentage of 
gastric ulcers submitted to surgery, these patients having 
been drawn exclusively from a surgical unit. 


Maximum Acid Output 


In 276 patients in whom the ABO group and site of ulcer 
were known the maximum acid output of the stomach has 
been estimated. The results are presented in Tables V and 
VI. The maximum output in the duodenal and gastric 
ulcer subjects displayed the typical pattern of response to 


Taste V.—Duodenal and Gastric Ulcer: Results of Maximum 
Acid Output Tests 


Duodenal Gastric 
Blood 
Group No. of Acid Output. No. of Acid Output. 
Mean Level Cases Mean Level 

Oo 136 671 mg./45 mins. 24 404 mg.'45 mins 
A 73 653 15 2 pe 
B 17 621 6 320 ” 
AB 7246 ” 1 4 ” 
Total 230 


Taste V1.—Duodenal and Gastric Ulcer: Statistical Relationship 
of ABO Blood Group and Maximum Acid Output 


Duodenal Gastric 
ference Difference 
in Acid P Remark in Acid P Remark 
Output Output 
O-A= +18] >0-05 | Not significant | O-A= +112 | >0-05 | Not significant 
A-B= +32) >0-05 A-B=— 28 >0-05 
O-B= +50) >0-05 O-B=— 54} >0-05 is 


be expected in the presence of these lesions : in duodenal 
ulcer it was above, and in gastric ulcer within, the accepted 
normal range. No significant correlation could be demon- 
strated between acid output and blood group in either con- 
dition. 
Discussion 

The outstanding fact emerging from recent investigations 
into the relationship of ABO blood groups to disease is 
that the groups have a selective value, conferring a relative 
immunity or susceptibility to certain disorders. Further, in 
adult life, alterations in blood-group distribution occur most 
strikingly in association with pathological lesions of the 
stomach and duodenum. In this communication an excess 
of Group O is again recorded in duodenal ulcer patients. 
We have also been able to’ demonstrate a statistically signi- 
ficant Group O excess over the controls in duodenal ulcer 
when surgical treatment was required but not when the 
diagnosis was made by x-ray examination in the first in- 
stance, although these two groups do not differ significantly 
from each other. This difference may not be real, and 
would require a larger series to confirm or refute the possi- 
bility that an increased frequency in Group O is more 
marked in the more severe type of case. Further work 
would be required before the relationship, if any, between 


Group O excess and severity in duodenal ulcer could be 
established. Similar considerations apply to stomal ulcer, 
which is recognized to be one of the most intractable forms 
of peptic ulceration. In this type the considerable Group 
O excess may be attributable either specifically to the site 
of the ulcer or to the duodenal ulcer which so often pre- 
cedes it. 

The selection of a control group presents a well-recognized 
difficulty (Allan, 1954). Hospital patients are unsuitable, 
because a proportion of them suffer from diseases which 
are known to have associations with certain blood groups. 
For example, at the Western Infirmary, Glasgow, in the 
period 1946-8, 4.3% of in-patients and 10% of out-patients 
were shown to be suffering from peptic ulcer (Jamieson 
et al., 1949). We have therefore relied on data made avail- 
able by the Regional Blood Transfusion Centre in Glasgow 
concerning consecutive donor registrations collected over a 
recent period. 

Thomsen (1927) suggested that the distribution of the 
blood groups changed with increasing age. On theoretical 
grounds this is unlikely, as the human blood groups are 
widely accepted as being immutable inherited characteristics. 
Bryde Andersen (1955) has since failed to confirm the pre- 
sence of a relationship between age and ABO group distri- 
bution, and Aird ef al. (1954), with one possible exception, 


‘did not observe any significant difference in age between 


ulcer patients of the four blood groups. 

The reason for the excessive frequency of Group O in 
peptic ulcer subjects remains obscure. Koster et al. (1955) 
have pointed out that there is an association between high 
acid output by the stomach, duodenal ulcer, and excess of 
Group O ; by contrast, achlorhydria is associated with gastric 
cancer and excess of Group A. If, in fact, an unduly high 
output of acid occurred in duodenal ulcer patients of 
Group O, this would suggest an explanation of the observed 
difference in ABO group frequencies, but we have failed to 
establish any such correlation. Although the blood-group 
substances cannot be shown to influence the secretion of 
hydrochloric acid, clearly they have some important role in 
gastric physiology, and further investigations are proceeding 
in order to determine its nature. 


Summary 


The distribution of the ABO blood groups among 
2,059 peptic ulcer patients in two Glasgow hospitals has 
been investigated. A total of 5,898 consecutive donor 
registrations at the Blood Transfusion Centre supplied 
a control series. An increased frequency of Group O 
was recorded in patients suffering from duodenal ulcer, 
but the blood-group distribution in cases of gastric 
ulcer did not differ significantly from that of the controls, 
probably because.the number of cases with gastric ulcer 
was too small. Among the duodenal ulcer patients, 
those requiring operation made the greater contribution 
to the Group O excess. The frequency of Group O was 
greatly increased in patients having stomal ulcers. 
Compared with controls, no difference in frequency of 
rhesus-negative subjects was observed. 

The maximum acid output has been estimated in 276 
patients with duodenal or gastric ulcer. No correlation 
was noted between acid output and ABO group in ulcers 
at either site. 

The results of a peptic ulcer survey at one of the 
hospitals involved enable us to submit evidence suggest- 
ing that the patients concerned in this investigation 
constitute a fairly representative sample of those attend- 
ing or admitted to hospital in this area. 

We wish to thank Professor C. F. W. Illingworth and Dr. 


L. D. W. Scott for valuable advice and criticism. Dr. E. G. 
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to patients and records. Dr. R. A. Robb, of the Department of 
Mathematics, Glasgow University, provided statistical assistance. 
We are also indebted to Mr. R. A. Jamieson, Mr. A. W. Kay, 
Dr. A. Dick, and Dr. I. Cook; also to Miss Mary Love, of the 
Regional Blood Transfusion Centre in Glasgow. 
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MENTAL SYMPTOMS IN 
PARKINSONISM FOLLOWING 
BENZHEXOL HYDROCHLORIDE 
THERAPY 
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AND 


D. N. ROSS, M.D., F.R.F.P.S. 
Geriatric Unit, Newcastle General Hospital 


It has been stated that the history of the treatment of 
Parkinsonism is strewn with the corpses of remedies 
which have fallen into disuse after an initial period of 
popularity (Montuschi, 1949). This is an opinion which 
no one will refute. During the last ten years there has 
been introduced a group of drugs which show definite 
usefulness in the alleviation of some of the distressing 
symptoms of the disease. The condition, which is mainly 
slowly progressive, although about 30% of post- 
encephalitic cases seem to be static, is stated to 
affect as many as | in 1,700 of the population, which 
means that roughly there are 27,000 sufferers in the 
United Kingdom (Garland, 1950), so that any treatment 
which promises to ameliorate the lot of such a group 
deserves wide consideration. 

Since 1882, drugs of the family Solanaceae have held 
pride of place in the treatment of Parkinsonism, but it 
is only since 1929 that massive dosage has been used, 
often with undesirable results. The toxic effects—dry- 
ness of the mouth, dilatation of the pupils, and excite- 
ment passing into delirium—are well enough known to 
need no further emphasis here. 

The piperidyl group of compounds, of which benz- 
hexol hydrochloride is a member, has a similar action 
to the solanaceous alkaloids, but, although the anti- 
spasmodic effect is comparable, the toxic effects are 
stated to be much less, and clinical experience confirms 
this claim. 

Benzhexol hydrochloride (“artane,” “ pipanol”), the 
drug of choice in our opinion, which was used in the 
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cases reported below, was investigated by Cunningham 
et al. (1949), who found that when compared with 
atropine it was half as powerfully antispasmodic on 
isolated intestinal muscle; one-third as powerfully 
mydriatic ; one-eighth as powerful as an anti-sialagogue ; 
and one-tenth as powerful as a cardio-vagal inhibitor. 
It is also stated to have no acute or chronic toxic effect 


‘on blood, bone marrow, kidney, liver, or reproductive 


functions, blood pressure, or blood sugar. The same 
workers reported that in small doses the parasympath- 
eticolytic effects are accompanied by mild depression of 
the central nervous system and in large doses by excite- 
ment. It is only latterly that we have come to realize 
that even relatively small doses of benzhexol hydro- 
chloride may produce mental disturbance as an obvious 
toxic effect, and in a group of 52 patients suffering from 
Parkinsonism treated during the last four years no fewer 
than 10 have shown mental disturbances. 


Case Reports 

Case 1.—A man aged 65 with well-advanced Parkinsonism 
came under our observation in 1951. He had suffered from 
this condition for 16 years and had previously been treated 
with hyoscine hydrobromide ; then for a time he was placed 
on benzhexol hydrochloride and, later, on ethopropazine 
hydrochloride. Under both of these drugs some improve- 
ment was noted, but there was no recorded reason for the 
change. In January, 1952, he sustained a fracture of the neck 
of the femur, and, probably as a result, his symptoms of 
Parkinsonism began to increase. In August, as he did not 
seem to be improving, he was placed on gradually increasing 
doses of benzhexol hydrochloride to 20 mg. daily, when he 
became mentally confused and had mild delusions. On 
October 1 he made an abortive attempt at suicide. After a 
period in an observation ward he improved mentally and 
he returned to this unit. He had ceased to take the drug. 
It was not renewed, but by December his symptoms were 
again marked and he was put on ethopropazine hydro- 
chloride. He gradually showed mild confusion over the 
next 18 months, with delusional periods, but when he 
attempted to climb over a balcony ethopropazine was 
stopped and his mental confusion improved and delusions 
subsided. However, his tremors increased and so did his 
rigidity, to such an extent that it was thought advisable to 
start with small doses of benzhexol hydrochloride, and he 
was put on 7.5 mg. daily. Within a few days he again 
became mildly confused and his delusions returned, and 
a further attempt at suicide caused him to be removed to 
a mental hospital. 

Case 2—A man aged 63 first had symptoms of Parkin- 
sonism in 1945. These increased to such an extent that he 
ceased work in 1947. He was admitted to the unit in 1949, 
and his description in 1950 was that he walked stiffly with 
dragging feet, stiff arms, and marked coarse tremor. He 
was intelligent, co-operative, and a good witness. He was 
given benzhexol hydrochloride, 10 mg. daily, in September, 
1950, and continued with this until January, 1952, when it 
was noticed that he was confused. He was therefore taken 
off this drug and by June he was more stable mentally, 
but his symptoms of Parkinsonism had increased so much 
that it was thought necessary to try benzhexol hydrochloride 
again. On a daily dosage of 7.5 mg. his symptoms of 
Parkinsonism improved, but he became more confused and 
delusional in a few days. After two days without the drug 
he was still confused but not delusional. Two days later 
he was reported to be mentally bright, but his muscle 
control was very poor and the tremors were much more 
pronounced. He was placed on hyoscine hydrobromide, 
1/150 gr. (0.44 mg.) three times a day. A month or so 
later he was transferred to another ward, and on account 
of the increase of his symptoms of Parkinsonism was again 
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given benzhexol hydrochloride and became mildly confused. 
After a week’s bed rest, however, his mental state improved 
slightly and the dosage of benzhexol hydrochloride was 
increased to 15 mg. daily as his symptoms of Parkinsonism 
were still severe, but he again became delusional and hallu- 
cinated and had to be admitted to a mental hospital. 

Case 3.—This patient, aged 68, showed marked Parkin- 
sonism following encephalitis of some years’ standing. He 
was given benzhexol hydrochloride, 15 mg. daily, and after 
three days became delusional, hallucinated, and violent. The 
drug was stopped, and, though his mental symptoms 
subsided to some extent, he was admitted to an observation 
ward and later to a mental hospital. The psychiatrist's 
report states: “ Paranoid state of possible senile basis.” 

Case 4.—This patient, aged 62, was admitted with a 
20-years history and marked signs of Parkinsonism. He 
was taking very large doses of hyoscyamus. Benzhexol 
hydrochloride was substituted in small doses (2.5 mg. four 
times a day). In five days on that dose he became confused, 
hallucinated, and violent. His mental symptoms improved 
when the drug was stopped. 

Case 5—A woman aged 82 was admitted with hyper- 
tension and congestive heart failure. She was very obese. 
Her speech was slow and there was some rigidity, but her 
cardiac condition and great obesity needed first consideration. 
She made a very slow improvement, but in August, 1955, 
her Parkinsonism became more evident and a pronounced 
tremor developed—mainly of the left upper limb and slight 
of the right. On August 8 she was started on benzhexol 
hydrochloride, 7.5 mg. daily, but after three days she was 
confused and hallucinated. The drug was stopped and her 
mental symptoms cleared up. Two weeks later, as her 
tremors and rigidity had increased, she was given hyoscine 
hydrobromide 1/150 gr. (0.44 mg.) three times a day, but 
as no improvement was evident this was stopped after about 
three weeks. A few days later benzhexol hydrochloride was 
recommenced in small dosage as before, but again after four 
days she became irrational and hallucinated. The mental 
symptoms disappeared when the drug was given in the same 
dosage but on alternate days. The tremor returned, 
however, and the dosage was increased to 10 mg. daily. 
She again showed mild confusion and hallucination, and the 
dose was reduced to 7.5 mg. daily. She still showed some 
confusion on this dose, and it was then reduced to 10 mg. 
on alternate days. On this dose she remained clear mentally 
and the tremors were controlled and the rigidity was not 
marked. Since preparing these notes the mental symptoms 
have returned ; benzhexol hydrochloride had to be stopped 
and her mind again became clear. Hyoscine hydrobromide, 
1/100 gr. (0.65 mg.) three times daily was given, but after 
three days on this she again showed mental disturbance, 
which cleared on stopping the hyoscine. 

Case 6—A woman aged 73, previously a vigorous 
“open-air” type, began about two years ago to have 
symptoms of Parkinsonism. On admission she was placed 
on 7.5 mg. of benzhexol hydrochloride daily. Almost at 
once she began to be “ difficult "—trying to get out of bed 
at night—confused, mildly hallucinated, and deluded. The 
drug was omitted every other day, but her mental symptoms 
persisted, although they were less pronounced, and after a 
further four days the drug was stopped altogether. The 
mental condition immediately began to improve, and she 
became normal mentally. 

Case 7.—This patient, aged 57, had a history of Parkin- 
sonism which began in 1923 with trembling of the left hand. 
This increased to such an extent that in 1948 she underwent 
an excision of the pre-motor cortex corresponding to the 
left hand and arm. She was admitted to this unit in 1952 
and was given benzhexol hydrochloride, 10 mg. daily. She 
became violent, excited, and confused, talking incoherently 
and using bad language. These symptoms disappeared when 
taken off the drug. In October, 1955, she was readmitted 
for social reasons and was given benzhexol hydrochloride, 
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7.5 mg. daily, as her symptoms of Parkinsonism were very 
pronounced. (The original notes were not immediately 
available.) On the fourth day of this dosage it was noted 
that her face and forehead were very flushed during the 
afternoon, and by 8 p.m. she had become excited, noisy, and 
frightened, and needed constant supervision. She talked 
incoherently and became delusional. Her mental symptoms 
cleared up when the drug was stopped, and after a few 
weeks she went out very much improved generally. 

Case 8—A woman aged 76 had suffered from Parkin- 
sonism, probably of the arteriosclerotic type, for six years. 
It was decided to try the effect of benzhexol hydrochloride 
medication, and she was given a short course of 15 mg. 
daily in three doses. During the first few days this appeared 
to produce an all-round improvement in her condition, with 
diminution of muscular rigidity and an increased vivacity. 
Unfortunately, this proceeded to a state of general confusion 
with extreme agitation, and later to the onset of hallucina- 
tions, which led to the interruption of treatment; her 
condition then subsided to its previous level. However, in 
three months her general condition appeared to have 
deteriorated considerably, and it was thought justifiable to 
resume the benzhexol hydrochloride in lower dosage. She 
was given 7.5 mg. daily, which produced a general improve- 
ment in her mental and physical condition in the first week, 
but thereafter agitation and confusion ensued and medication 
was stopped finally at this stage. 

Case 9—This patient, a woman aged 80, had been 
incapacitated by senile Parkinsonism for five or six years. 
We decided to try a small dose of benzhexol hydrochloride, 
and she was started on 5 mg. daily. During the next three 
days she responded quite well, taking much more interest 
in her surroundings and general condition and proceeding 
to the stage of planning to go home and to employ a house- 
keeper to look after her. However, on the fourth day she 
became rather agitated and increasingly restless, and towards 
the early part of the evening was noisy and confused to such 
an extent that she had to be given a sedative. This quieted 
and calmed her—so much so that she was drowsy through- 
out most of the following day, when it was: felt wise to 
discontinue the benzhexol hydrochloride medication. In 
the course of the subsequent week she reverted to her 
previous condition. 

Case 10-—-A woman aged 85 had suffered from senile 
Parkinsonism for several years prior to admission. Her 
tremor-rigidity syndrome was of such severity that it was 
felt justifiable to try benzhexol hydrochloride therapy, and 
she was given 7.5 mg. daily. After only one day's treatment 
she was so confused that the drug had to be withdrawn. 

Case 11—A man aged 45 first had symptoms in 1933, 
and when seen in 1951 he had typical Parkinsonism. He 
had also a history of being backward at school, and in 1949 
had been in an observation ward following an attempt at 
suicide. At that time he had some delusions and hallucina- 
tions. He was given benzhexol hydrochloride, 7.5 mg. daily, 
which was increased to 20 mg. and later to 40 mg. daily. 
This partially controlled his Parkinsonism and he was free 
of delusions and hallucinations, although he was still rather 
childish and below average intelligence. 


Discussion 


The outlook for the patient with Parkinsonism has 
improved so much since the introduction of treatment by 
the piperidyl drugs that one is inclined to regard the toxicity 
of these as minimal, and the earlier reports support this 
view. 

In America, Corbin (1949) used benzhexol hydrochloride 
(artane) in 150 cases, 104 of which he observed fully, finding 
mental disturbances in only three; Canelis and his col- 
leagues (1949) in a series of 23 cases encountered a toxic 
mental reaction in only one—and this patient had been 
disorientated prior to benzhexol hydrochloride therapy. In 
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this country, May (1950) reported that in six out of eight 
cases “the most marked effect was in relief of the mental 
State.” 

Our experience has been rather different, since out of 52 
patients treated with benzhexol hydrochloride no fewer than 
10 have shown mental disturbances, severe enough to justify 
transfer to a mental hospital in three instances. These com- 
plications have arisen within a few days as a rule, but in 
Case 5 marked symptoms developed after three weeks’ 
treatment on an “alternate day” regime, during which 
period it was believed that the patient had become tolerant 
of the drug. 

Dosage throughout was relatively low, but intolerance 
occurred even on a daily total of only 5 mg., and we cannot 
agree that tolerance is soon established on reducing the dose 
slightly, although that is the view expressed in Martindale 
(1952). 

In most cases cessation of this form of medication brought 
a rapid return to mental normality, and resumption of 
benzhexol hydrochloride therapy produced an equally rapid 
relapse. 

In the treatment of Cases 1 and 5, benzhexol hydrochloride 
was replaced by ethopropazine and hyoscine respectively 
with no better results, and in fact the older patient with 
Parkinsonism is also apt to become confused under treat- 
ment with byoscine or other solanaceous drugs. It is note- 
worthy that 9 of the patients were over 60, and probably 
were suffering from the arteriosclerotic typeof Parkin- 
sonism : the remaining patient, although aged 57, had had a 
typical post-encephalitic illness for 30 years. 

By way of contrast, we have described one case (No. 11) 
which showed considerable mental improvement following 
benzhexol hydrochloride therapy. This patient was a 
younger man, of slightly subnormal intelligence, who was 
probably finding his increasing disability too much for him ; 
his physical improvement on treatment encouraged a parallel 
mental improvement when he found himself able to cope 
more adequately. 

Summary 

In a study of 52 cases of Parkinsonism treated with 
benzhexol hydrochloride (“ artane,” “ pipanol”) during 
the past three years, we have found severe mental dis- 
turbance arising in 10—an incidence of about 19%. 

This complication has arisen in spite of the use of 
the drug in small doses, and has been particularly com- 
mon in the arteriosclerotic group. Mental change has 
been evident after a few days’ treatment in most of our 
patients, but the onset may be more gradual, in which 
case there is a danger that its relation to treatment may 
be overlooked. 

Recognition of the cause of the disturbance and 
prompt cessation of this form of medication usually 
result in the rapid disappearance of the symptoms of 
excitement, agitation, confusion, and possibly suicidal 
mania. 

Tolerance does not become established, but recog- 
nition of the danger, and prompt withdrawal of the drug, 
usually lead to rapid return of the previous mental state. 


Benzhexol hydrochloride was introduced to the Geriatric Unit 
of Newcastle General Hospital in 1950 by Dr. T. H. Bates, and 
we are indebted to him for access to his patients and records, 
and for his interest and encouragement. 
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Medical Memorandum 


Blood Groups and the Age of the Menarche 


It has recently become fashionable to investigate the fre- 
quency of occurrence of various diseases in relation to 
racial or genetic differences, as indicated by blood groups 
(Struthers, 1951; Discombe and Meyer, 1952; Aird ef al., 
1953, 1954; Pike and Dickins, 1954; Wallace, 1954; West- 
lund and Heisté, 1955). The present note describes a study 
of the age of the menarche in relation to the principal blood 
groups ; the possibility of an association was first investi- 
gated by Vuori (1929). 

All women blood donors aged under 25 years attending 
donor sessions in the Oxford Region from September, 1954, 
to March, 1955, inclusive, were asked the age in years at 
which they had first menstruated. Despite the deliberate 
restriction of the inquiry to young women, many could not 
say, with sufficient accuracy, when the menarche had 
occurred, and so could not be included in the inquiry. The 
relevant information was, however, forthcoming for a total 
of 516 donors, and their ABO and D(Rh) blood groups were 
determined by the standard techniques (D" was regarded 
as D-positive for the purpose of this investigation). The 
results, which are summarized in the Table, show no evi- 


Age of the Menarche in 516 Blood Donors 


Age of the Menarche (Years) 
No. of Informants }| 
P Mean Standard Deviation 
235 13-30 1-48 
A 221 13-33 1-59 
B 45 13-20 1-64 
AB 15 13-67 1-62 
D-positive 13-31 1-54 
D-negative 107 13-34 1-50 
Total 516 | 13-32 1-53 


dence of any substantial differences between the various 
blood groups, either in the average age of the menarche or 
in its dispersion about the average. 

Vuori (1929) collected his information from two groups 
of 104 and 140 schoolchildren, with mean ages at the 
menarche of 13.9 and 14.8 years respectively. In each 
school the mean age at the menarche was practically the 
same in Groups A and O;; the slight departures from the 
general average, which he found in Groups B and AB, were 
to be expected in view of the small numbers of children in 
those groups. The present larger series confirms these find- 
ings and the investigation has therefore been discontinued. 
The explanation of the wide difference in the average age 
of the menarche in Vuori’s two series is a matter for con- 
jecture. The average of 13.32 years in the present study, 
although determined retrospectively, accords well with that 
of 13.49 years found for 2,590 schoolchildren in the South 
of England in 1948-9 by Wilson and Sutherland (1950). 


Jean GRANT, M.B., F.R.C.P.Ed., 
Director, Regional Transfusion Centre, Oxford. 
DaGMar C. Witson, M.D., M.R.C.P., F.R.C.O.G., 
Laboratory of Human Nutrition, Oxford. 
IAN SUTHERLAND, M.A., D.Phil., 
M.R.C, Statistical Research Unit, London. 


REFERENCES 
Aird, L., sentall, H. H., Mehigan, J. A., and Roberts, J. A. F. (1954). 
British Medical Journal, 2, 315. 
—- —— and Roberts, J. A. F. (1953). Ibid., 1, 799. 
Discombe, G., and Meyer, H. (1952). Amer. J. clin. Path., 22, 543. 
Pike, L. A., and Dickins, A. M. (1954). British Medical Journal, 2, 321. 
Struthers, D. (1951). Prit. J. soc. Med., 5, 223. 
Vuori, A. K. (1929). Acta Soc. Med. “ Duodecim,” 12, Fasc. I, No. 2. 


p. 1. 
Wallace, J. (1954). British Medical Journal, 2, 534. 
Westlund, K., and Heisté, H. (1955). Ibid., 1, 847. 
Wilson, D. C., and Sutherland, I. (1950). Ibid., 2, 862. 


— 


JuLty 21, 1956 


Reviews 


AN AMERICAN TEXTBOOK OF 
MEDICINE 

Fundamentals of Internal Medicine. By Wallace Mason 

Yater, A.B., M.D., M.S. (in Med.), F.A.C.P. 4th edition. 

This edition was prepared with the assistance of William 

Francis Oliver, » AA.C.P. (Pp. 1,276+xxx; 

illustrated. 94s. 6d.) London: Staples Press Ltd. 1955. 
The first publication in Britain of an established American 
textbook of medicine requires a critical comparison with its 
chief British rivals. There are still important differences 
between what is taught to medical students in this country 
and in the United States. An obvious example is the classi- 
fication of nephritis according to Ellis, which is generally 
accepted here but is not taught in the United States and not 
referred to in this book. Here any student might expect to 
be taught that coeliac disease is caused by a specific gluten 
sensitivity; that there is a characteristic small-intestine 
pattern in steatorrhoea ; that cervical spondylosis and the 
anterior carpal ligament are more important than the 
scalenus anticus in the causation of pain in the arms : 
none of these will he find in this book. He should be 
surprised to read prescriptions for bronchitis which include 
ammonium carbonate and chloride, and he should be 
shocked to read that in the treatment of chronic myelo- 
genous leukaemia “some men favour the use of Fowler’s 
solution.” Hé may be surprised to find, too, that hiatal 
hernia is included under respiratory diseases, that the chapter 
on “ The Physician Himself” applies entirely to the Ameri- 
can situation, and that the texts recommended are more than 
90% American. 

While this textbook has much of quality—the sections 
on the electrocardiogram and on endocrinology are parti- 
cularly good, and there are useful chapters on diseases of 
the skin, the eye, and the ear—its virtues do not, for the 
British medical student, outweigh its defects. The editor, 
Dr. W. M. Yater, has written most of the book himself, 
and, though this is a fine accomplishment, complete success 
in such a task could not be achieved to-day by the great 


Osler himself. D. V. HuBBLe. 


TROPICAL HYGIENE 


The Contro! of Disease in the Tropics. By T. H. Davey and 

W. P. H. Lightbody. (Pp. 408+x; illustrated. 47s. 6d.) 

London: H_ K. Lewis Co. Ltd. 1956. 
One of the aims of every author and publisher of a text- 
book is to produce one to which the well-worn cliché of 
supplying a much-needed want can be applied truthfully. 
A volume on hygiene in the Tropics is, however, a com- 
parative rarity, and it is now seven years since one was pro- 
duced in this country. Further, the authors rightly point 
out that standard textbooks on public health have not 
made good the lack of a work of this kind, because they 
“are largely urban in outlook and devote comparatively 
little attention to the problems of disease as they exist in 
under-developed rural areas which form the major part of 
the Tropics.” This publication remedies the deficiency ; 
but, quite apart from the fact that it does so, its excellence 
makes it notable. It is written specifically with the needs 
in mind of the medical practitioner with public-health 
responsibilities in the Tropics, and in compiling it much 
information has been brought together from monographs not 
readily available. The authors state, however, that “no 
attempt has been made to produce a comprehensive volume 
dealing with every aspect of public health in the Tropics. . . 
due to considerations of space, much has had to be omitted 
which some may feel should have been included.” Among 
these omissions is a consideration of milk supplies in the 
Tropics, and, although dietary and nutritional surveys are 
briefly commented upon, nutritional diseases are not dis- 
cussed. Sections on diagnosis are, however, included in the 
chapters on each disease. It is questionable whether the 
space devoted to these sections might not have been better 
used for including material which the authors regret they 


have had to omit, for most of those who seek information 
on diagnosis will no doubt prefer to look for it in one of 
the standard textbooks in which it is dealt with more fully. 
An important subject also not discussed is family planning. 
This must be taken up by hygienists if malnutrition is not to 
increase with increasing populations. Moreover, there are 
now grounds for optimism regarding the success of a family- 
planning programme in the Tropics. One is being tackled 
in India in spite of religious opposition and is meeting with 
success. 

There is a tendency among hygienists at present to 
criticize expenditure on curative medicine and to press 
instead for funds to be diverted to more preventive services. 
Professor Davey and Dr. Lightbody subscribe to this view- 
point, but they are fair in the way in which they put it 
forward. The advocates of this view need, however, to be 
reminded that virtually all preventive medicine becomes 
possible only as a result of knowledge of disease arising 
from clinical research which begins at the bedside and can 
satisfactorily be carried on only in a hospital or other centre 
which has adequate laboratory backing and diagnostic faci- 
lities. Authorities might well bear this in mind when 
arranging their budgets—the need is for more hospitals with 
better equipment and research facilities than at present exist 
in the Tropics. 

The subject-matter of this book is beautifully arranged, 
and divided into sections headed “ Geographical Distribu- 
tion,” “The Parasite,” “ Epidemiology,” “ Diagnosis,” and 
“Control.” The clarity of presentation is admirable ; the 
book is well written and up-to-date, It is one with which 
all studying hygiene in the Tropics should be familiar. 

A. W. Wooprurr. 


NEUROCHEMISTRY 


Neurochemistry: The Chemical Dynamics of Brain and 
Nerve Edited by K. A. C. Elliott, Irvine H. Page, and J. H. 
uastel. (Pp. 900+xii; illustrated. £7.) Springfield, 
Illinois: Charles C. Thomas. Oxford: Blackwell Scientific 
Publications. 1955. 
This is a collection of 32 reviews or essays by different 
authors, mainly concerning chemical and metabolic processes 
which condition the functioning of the nervous system. 
Descriptions are given of the composition of brain and 
nerve, their respiration and glycolysis, and the main 
chemical exchange between brain, blood, and cerebrospinal 
fluid; of ion movements in the functioning of the nerve 
fibre; and of the metabolism, physiology, and pharma- 
cology of acetylcholine. These accounts are well docu- 
mented and of high standard, giving carefully assessed 
quantitative data specifically regarding the nervous system. 
On the other hand, accounts of oxidative and glycolytic 
mechanisms, of “ neurotropic drugs,” of nutritional disorders 
of the nervous system, and of the “ thermodynamics of the 
message ” are much below this standard. Several contribu- 
tions miss the literature of the past five years. The sub- 
jects covered are commendably wide, including neuro- 
muscular disorders, demyelination, bacterial neurotoxins, 
snake venoms affecting the nervous system, oxygen poison- 
ing, the central nervous system of arthropods, and brief men- 
tion of blood analysis in behavioural disorders. The impres- 
sion és given of a rapidly developing subject, basic to the 
study of the nervous system, but of which current neuro- 
physiological texts give little inkling. H. Mcliiwan. 


Perspective and Horizons in Microbiology, edited by Selman A. 
Waksman (Rutgers University Press, New Brunswick, 1955), con- 
tains papers read and addresses given at the dedication of the 
Institute of Microbiology, Rutgers University, in June, 1954. 
The thirteen scientific papers are loosely classified under three 
headings, but are really unconnected except that five deal with 
bacterial metabolism. Among the others, Lederberg writes on 
bacterial genetics, Heidelberger on unsolved problems in immuno- 
logy, and Eagle on problems in antibiotic research. In these and 
other contributions leading authorities give fresh accounts of 
progress at some of the most active growing points ia micro- 
biology; these are naturally not exhaustive, but they afford 
interesting glimpses both of present knowledge and into the 
possible future. 
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ANNUAL REPRESENTATIVE MEETING 


Two things this year struck an experienced observer 
of past Representative Meetings. The first was that 
the average age of the representatives seemed to 
be lower than usual. The second was that the 
representatives seemed to have studied the agenda 
closely, shown principally by the fact that their con- 
tributions to the debates were cogent and free of 
empty rhetoric. Whatever financial anxieties there 
may have been in the mind of the Treasurer about 
the vote in favour of subsistence allowance for repre- 
sentatives this will have the one wholesome effect of 
making it easier for young men to play an active part 
in determining the policy of the Association; as 
speakers did not hesitate to remind the platform from 
time to time, there is only one body which can deter- 
mine the policy of the British Medical Association, 
and that is the Representative Body. There have 
been periods in the past when it seemed as though an 
extra dose of courage was needed to challenge the 
authority of the platform, but under the benevolent 
guidance of Dr. Ian Grant, the Chairman of the 
Representative Body, there seems to have been a 
more ready give-and-take in debate and a healthy 
reluctance on the part of the representatives to be 
influenced by anything other than the facts of the case 
and the justice of the cause. Certainly it looked as if 
the facts of the case against smoking made it impos- 
sible on each day of the meeting to secure the neces- 
sary majority in favour of the suspension of Stand- 
ing Order 70. It was the facts of the case against 
governmental action in the proposed banning of 
heroin that were responsible for two successful 
motions expressing as a matter of principle “ its deter- 
mination to preserve the right of any individual doctor 
to prescribe what he thinks is in the best interests of 
his patient,” modified in a second motion of protest 
against Government action interfering with this right 
“until and unless there was some overwhelming 
reason to the contrary which had been agreed between 
the profession as a whole and the Minister.” And 
again it was the facts of the case, allied to a vigilant 
concern for principle, that led the Representative 
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Body decisively to reject a motion from Bourne- 
mouth and Winchester aimed at disturbing the tradi- 
tional responsibility of the Editor of the Journal. 

The proceedings of the meeting have been fully 
reported in this and last week’s Supplement, and 
here it is possible to comment on only one or two of 

the matters brought before the R.B. As Dr. E. A. 
Gregg, Chairman of Council, said at the beginning of 
the meeting: “Quite naturally and rightly we are 
much occupied with medico-political affairs.” _In- 
evitably what doctors get paid for their work looms 
large in these affairs. Apart from the fact that many 
doctors are suffering hardship because what they are 
paid does not make it possible for them to meet their 
obligations and commitments with a mind free from 
financial worry, salary, where a salary is paid, is 
linked with prestige and status—a burning issue this 
with senior hospital medical officers and also with pub- 
lic health medical officers. But if less was said than 
usual about remuneration. it was because the repre- 
sentatives knew of and endorsed the recent joint 
approach of the General Medical Services Committee 
and the Joint Consultants Committee for increased 
remuneration. Dr. A. Talbot Rogers, the Chairman 
of the G.M.S. Committee, said that the basis of the 
claim lay in the legal argument that general practi- 
tioners and those in the hospital service were not 
being paid what they should be paid according to the 
recommendations of the Spens Committee. He added 
subsequently that one of the things it was hoped to 
win from the claim was agreement by the Govern- 
ment that the profession was entitled to a periodic 
review and that if obtained this would be “ of more 
value than the money the claim itself would bring.” 
But the hard-pressed doctor to-day may nevertheless 
feel that a bird in the hand is worth two in the bush, 
and no doubt those negotiating on behalf of the pro~ 
fession will press their claim home with all the vigour 
and knowledge at their disposal. In presenting the 
report of the Remuneration Policy Committee its 
chairman, Dr. J. G. M. Hamilton, drew attention 
once more to the fact that the Association reaffirms 
its policy that the two Spens reports remain the basis 
of professional remuneration. From the inception of 
the Service in 1948 each successive Minister of Health 
has done his best to escape from the commitment 
entered into by both Government and profession ; and, 
as we learnt late on Monday this week, the present 
Minister is keeping in line with his predecessors. 

The Representative Body was at least able to learn 

that the Minister had agreed with the principle that 
private patients had the right to free drugs under 

the N.HLS., and will now be waiting for this right to 
be put into effect. Concern was expressed during the 
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meeting over the inadequate pay of the medical 
officer of health and the neglect of his position in 
medicine to-day. Nevertheless some of the most 
interesting discussions were held after the presenta- 
tion of the report under Public Health by Dr. J. B. 
Tilley, Chairman of the Public Health Committee, 
when representatives showed their concern about 
clean milk, clean air, and immunization against infec- 
tions. A welcome newcomer to the Representative 
Meeting was Mr. T. Holmes Sellors, Chairman of the 
Central Consultants and Specialists Committee. The 
meeting much appreciated the succinct and clear way 
he dealt with many matters arising as a result of his 
Feport, during the course of which ordinary business 
was interrupted to allow Dr. J. G. M. Hamilton, as 
Chairman of the Journal Committee, to introduce to 
the Representative Body Mr. Harry Cooper, who has 
been reporting the Annual Meeting of the Association 
for the Journal for fifty years. The representatives 
then rose and gave Mr. Cooper a resounding ovation. 

The topics discussed and the 350 motions before 
the Representative Meeting in Brighton touched upon 
almost every aspect of professional life. That the pro- 
ceedings have once more been so faithfully reported 
with so few mistakes is but one example of the great 
services Mr. Cooper and his colleagues have rendered 
the Journal now for half a century. 


THE BRIGHTON MEETING 


So diverse and extensive are the requirements of the 
B.M.A. for its Annual Meeting that no town or city 
in the British Isles can provide ideal conditions. But 
last week and the week before Brighton showed that 
it can come closer to perfection than most, offering a 
gay seaside welcome to the hundreds of doctors and 
their wives who gathered for the A.R.M. and the 
Scientific Meeting. The last four Annual Meetings 
were in Dublin, Cardiff, Glasgow, and Toronto, and’ 
it was fitting that the meeting this year should be 
held in so characteristically English a town as Brigh- 
ton, with its promenades and piers, its Regency 
squares and terraces, its pink shingle and pinker 
rock, its “ Lanes” full of antique shops, its good- 
humoured crowds, and, above all, with its exuberant 
burst of eccentricity in the shape of the Royal 
Pavilion—surely one of the most unusual buildings 
ever to give house-room to scientific discussions. The 
Dome in the Royal Pavilion Gardens was a splendid 
assembly-point for the A.R.M. and the plenary ses- 
sions, and, with the scientific and trade exhibitions in 
the Corn Exchange alongside, everything was made as 
easy as possible for the visitor to see and hear all that 
was going on. 


With these physical advantages Brighton could con- 
fidently expect the meeting to go with a swing, but 
there were other assets which helped to make it 
specially memorable. One of the major sources of 
the friendliness and cheerfulness which pervaded the 
meeting was the new President, Dr. Alexander Hall, 
who, with Mrs. Hall, was always at hand to see that 
members and their wives were obtaining all the 
pleasure and profit from their visit that he and his 
colleagues of the Brighton and Mid-Sussex Division 
had so enthusiastically planned for them. The 
smooth organization at Brighton could only have been 
a product of first-rate team-work. Inevitably much 
of the burden falls on the local general secretary, and 
Dr. John Beynon carried through his task to the end 
with admirable efficiency and unruffled composure. 
The science secretary, Dr. H. G. McGregor, must have 
been gratified by the interest shown in the subjects 
chosen for discussion. Once again the plenary ses- 
sions attracted large audiences, and at the sectional 
meetings there were many lively discussions after the 
opening speakers had read their papers. An innova- 
tion at this year’s meeting were the round-table con- 
ferences, at which a panel of four or five experts, after 
some brief opening remarks intended to put the 
subject chosen for discussion into perspective, became 
a brains trust ready and willing to answer questions 
from the floor. This form of discussion can be lively 
and entertaining, as well as instructive. Much depends 
on the suitability of the subject and on the way in 
which the chairman handles his team and guides the 
talk into the most promising channels: in both these 
respects the three panels of experts who took the plat- 
form at the unpromising hour of 9 a.m. on July 10 
were remarkably fortunate. It was perhaps indicative 
of things to come that the Section of Child Health 
also chose this form of meeting for some of their 
discussions. 

The other local arrangements were in the charge of 
a group of eight local sub-secretaries, and all who 
visited Brighton can testify to the success of their work 
in looking after the arrangements for premises :nd 
hotels, for private hospitality, for entertainments and 
excursions, for dinners and catering, for transport, for 
golf, for overseas visitors, and for the scientific 
exhibition. This last was perhaps the best that has 
so far been held, though the space for it was a little 
cramped. Nevertheless the display as a whole was a 
striking one and there was more evidence of the 
expert hand in the way the exhibits were arranged. 
The enthusiasm of the exhibitors themselves was 
notable ; it was nothing unusual for the visitor to be 
warmly thanked for allowing an alarming gap in his 
knowledge to be painlessly filled in by a fascinating 
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and instructive exposition of the work on display. 
The scientific exhibition is certainly a part of the 
Annual Meeting which more than repays the time and 
trouble spent on it. 

In his speech at the Annual Dinner the President 
spoke gratefully of all the ladies who had helped in the 
arrangements, and who, as he said, “ had acted with 
charm and efficiency”; and he singled out for par- 
ticular mention the honorary secretary of the Ladies’ 
Committee, Dr. C. Lamorna Hingston. As chairman 
of that committee Mrs. Hall herself made an out- 
standing contribution to the success of the meeting. 
The popularity of the Ladies’ Club and the heavy 
bookings for the visits and excursions showed how 
well the ground had been prepared by the hard 
preparatory work of the Ladies’ Committee and its 
five subcommittees. It was a particularly happy 
moment when at the supper dance last Thursday even- 
ing it fell to the President to present to his wife the 
prize for the annual golf competition, the Notts 
Ladies’ Challenge Cup. 

At Brighton of all places the civic authorities must 
be almost painfully familiar with the task of welcom- 
ing the organizations which use the town’s admirable 
facilities for meetings and conventions. But there was 
no hint of a standard formula in the welcome of the 
Mayor, Alderman Lewis Cohen, to the B.M.A., a 
welcome which was particularly warm because, as the 
Mayor himself said, “ Brighton also claimed a medi- 
cal degree.” Thus it was practically as a colleague 
that the Association was able to greet the Mayor 
when he came to the Annual Dinner. There were 
many others in Brighton who helped to oil the 
organizational wheels, but a special word of thanks 
is owing to the sisters and nurses of the local hospi- 
tals who so cheerfully and efficiently shepherded the 
straying members as they sought the meeting-place of 
the section they wished to attend: their help was 
specially necessary in the Royal Pavilion, for anyone 
glancing into, say, the Music Room or the Queen’s 
Bedroom was tempted to linger there irrespective of 
the subject under discussion. 

One of the greatest pleasures at the Annual Meet- 
ing is to meet colleagues and friends from abroad, and 
it would perhaps not be invidious to mention the 
names of three whose presence was particularly wel- 
come—Dr. Clarence Routley, Immediate Past-Presi- 
dent of the B.M.A. and C.M.A. ; Sir Henry Newland, 
from Australia, whose speech at the Annual Dinner 
was that of a gay young veteran ; and Professor L. A. 
Hulst, of Utrecht, who came as the representative of 
the World Medical Association. There is no greater 
stimulus to the work of the B.M.A. than the interest 


and support of friends and colleagues from overseas, 
of whom this year there was a record number. Their 
lively interest in everything connected with the meet- 
ing must have given Dr. Hall and his colleagues 
especial pleasure, and we hope that next year they 
will return, this time to the colder but no less 
hospitable north. 


THE MINISTERS’ NO! 


On Monday afternoon the Minister of Health, in 
reply to a question in the House of Commons, said 
he was not prepared to say what were the terms of 
the medical profession’s claim for increased pay for 
general practitioners and hospital medical staff— 
a claim jointly signed by Dr. A. Talbot Rogers, chair- 
man of the General Medical Services Committee, and 
Sir Russell Brain, chairman of the Joint Consultants 
Committee. The grounds for his refusal were that 
the claim had not been published by the profession. 
Although it looks like being wise after the event, we 
believe that the decision not to publish the claim as 
soon as it was submitted was a mistake. The claim was 
presented last month in a lengthy memorandum setting 
forth a case based on the original two Spens reports, 
and an argument on betterment based on expert 
analysis of recent economic changes and alterations in 
the earnings of others. This detailed memorandum 
will be published in next week’s Journal. 

A brief statement of the present position appears 
in this week’s Supplement. The claim is that the re- 
muneration of all members of the medical profession 
whose case is covered by the recommendations of the 
two Spens Committees should, as at April 1, 1956, be 
increased by 24%. Our negotiators stress that this 
claim does not run counter to the recent plea of the 
Chancellor for a halt in claims for increased pay, 
because all the profession is asking for is the fulfil- 


‘ment of contractual obligations accepted by the 


Government of the day in 1946 and 1948. 

Like all his many predecessors, Mr. Turton has to 
listen to the Treasury, and, as usual, inflation or no 
inflation, crisis or no crisis, blue parties or red parties 
in power, the answer is No. Mr. Turton, as counsel 
for the defence, shows that he has not lost his 
barrister’s skill of inserting a probe in the weak spot 
of his opponent’s anatomy. He has been able to say 
No to a question in Parliament on the grounds that the 
claim had not been published. And it was to his great 
advantage that the terms of the claim had not been 
before the meeting of the Representative Body in 
Brighton. The Minister added that a reply had been 
sent refusing consideration of “ any claim for a general 
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increase in medical remuneration.” It is interesting 
to note that the reply from the Ministry of Health 
was dated July 13, the last day of this year’s Annual 
Meeting. What a convenient time to choose !—the 
moment when the 400 or so representatives who deter- 
mine B.M.A. policy were dispersed on their holidays. 

The Representative Meeting once again this year, as 
it has done in previous years, reaffirmed its determina- 
tion to stick to the recommendations of the two Spens 
reports on the remuneration of general practitioners 
and of consultants and specialists in the National 
Health Service—recommendations accepted by both 
Government and profession, recommendations, more- 
over, which were a turning-point in the profession’s 
decision to enter the Health Service in the face of a 
majority vote against such a decision in 1948. The 
medical profession will not be content with a lawyer’s 
answer from the Minister of Health, even though he 
is holding a brief for a Government department other 
than his own. The Minister should at least recognize 
the legal force of a contract. He should recognize 
more than this: that doctors, coming unwillingly into 
the N.H.S. in 1948 because Parliament, Press, and 
people bludgeoned them into it, nevertheless thought 
that the people through Parliament would keep their 
word, would honour their bond. The Minister and 
the Secretary of State for Scotland, through Sir John 
Hawton—or it may well be the other way round, 
because Ministers of Health change faces so quickly 
—say they do not accept the premises on which the 
memorandum is based. Does this mean that they 
repudiate the reports of the two Spens Committees ? 
If they do, they had better say so in plain terms that 
are not misunderstood, so that the answer, too, may be 
completely free from ambiguity. 


C-REACTIVE PROTEIN 


In 1930 W. S. Tillett and T. Francis' reported the 
presence of a specific protein in the serum of patients 
suffering from pneumococcal pneumonia. It was 
originally considered to be specific for this condition, 
and was detected somewhat laboriously by a precipita- 
tion reaction using the somatic C polysaccharide of the 
pneumococcus: hence the name of the test. But it soon 
became apparent that the reaction was largely non- 
specific and belonged to the group of tests which have 
been labelled “acute phase” serological reactions. 
These are phenomena that occur in cases of generalized 
inflammation, but they also occur in the presence of 
tissue necrosis. 

The abnormal ‘protein was originally isolated and 
purified by C. M. MacLeod and O. T. Avery? in 1941 
and crystallized in 1947 by M. McCarty.* Salt frac- 


tionation suggested that it was associated with the 
albumin fraction of the serum,‘ but subsequent electro- 
phoretic studies® indicate that it is probably an alpha- 
globulin. After overcoming considerable technical 
difficulties, it was found possible to produce a specific 
antiserum to this protein by injecting it into rabbits, and 
this antiserum is now available commercially, though 
expensive. By using it the test becomes a simple and 
rapid procedure, and also considerably more sensitive 
than the original test.* 

The applications of the test to clinical medicine are 
slowly becoming apparent. Since C-reactive protein is 
seldom, if ever, found in normal people, the incidence 
of false positive reactions is exceedingly low. It would 
seem, therefore, that the test might be usefully adminis- 
tered as a screening test, possibly as a supplement to 
the erythrocyte sedimentation rate, in which false posi- 
tive results are common. A second point is that the 
test is only roughly quantitative as performed routinely, 
and the gradations in which the results are convention- 
ally reported are merely a convenient code. They do 
not imply chemical accuracy. 

The early clinical studies with this test were largely 
on cases of acute rheumatic fever, and G. H. Stollerman 
and colleagues,’ reviewing its use in sixty-two patients, 
found it to be a sensitive and reliable indication of 
rheumatic activity. In the absence of any other patho- 
logical condition they also found it a good method of 
assessing prognosis, and more rapid and reliable than 
the sedimentation rate in controlling therapy. Even 
more important, they provided evidence—albeit not yet 
conclusive—that the test is not influenced directly by 
cortisone and other antirheumatic drugs. In other 
words it does appear to be a true reflection of the disease 
activity in these circumstances, unlike the sedimentation 
rate. 

Some doubt has now been cast on this rosy picture 
by a recent American study,® in which it was found that 
thirty out of forty patients suffering from congestive 
heart failure from various causes gave positive results 
to the test in the course of serial studies. It is true 
that fifteen of these cases had a rheumatic aetiology, 
but in only four was there any question of rheumatic 
activity. The test was in general positive when the 
failure was most severe and became negative as the 
patient improved. The possible causes of this pheno- 
menon are discussed in some detail. It is an especially 
curious finding, since it is well known that exactly the 
opposite occurs to the sedimentation rate in congestive 
heart failure, and C. McEwen and M. Ziff® had claimed 
this to be a specific advantage of the newer test. 


1 Tillett, W. S., and Francis, T., J. exp. Med., 1930, 62, 561. 

® MacLeod, C. M., and Avery, O. T., ibid., 1941, 73, 183. 

® McCarty, M., ibid., 1947, 85, 491. 

* Abernethy, T. J., and Avery, O. T., ibid., 1941, 73, 173. 

5 Perlman, E., Bullowa, J. G., and Goodkind, R., ibid., 1943, 77, 97. 

* Anderson, H. C., and McCarty, M., Amer. J. Med., 1950, 8, 445. 

? Stollerman, G. H., Glick, S., Patel, D. J., Hirschfeld, I., and Rusoff, J. H., 
Amer. J. Med., 1953, 15, 645. 

8 on, K.. Braumwald, M. D., and Wood, H. F., Amer. Heart J., 1956, 


* McEwen, C., and Ziff, M., Med. Clin. N. Amer., 1955, 39, 765. 
1 Roantree, R. J., and Rantz, L. A., A.M.A. Arch. intern. Med., 1955, 96, 674. 
1! Hedlund, P., Acta med. scand., 1947, Suppl. 196, p. 579. 
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R. J. Roantree and L. A. Rantz have recently 
published the results they obtained in 443 general medi- 
cal patients."° They found C-reactive protein to be 
almost constantly present in patients with bacterial in- 
fections, myocardial infarctions, and widespread malig- 
nant disease. It was commonly but not consistently 
present in virus infections, active rheumatoid arthritis, 
and active tuberculosis (in which the erythrocyte sedi- 
mentation rate was acknowledged as a more reliable 
test of clinical activity). It was rarely positive in limited 
primary carcinomata, chronic leukaemia, and wide- 
spread superficial dermatoses. Two other curious dis- 
crepancies have been reported: in cases of nephrosis 
and multiple myelomatosis, despite raised globulin levels 
and sedimentation rates, the C-reactive protein test 
was persistently negative.'! 

In short, therefore, we have a simple, highly sensitive 
but non-specific test of tissue inflammation and necrosis. 
Its uses in clinical medicine are only now beginning to 
be explored. Since it is a qualitative rather than a 
quantitative test it seems as though it may be used 
chiefly for screening purposes. Its principal disadvan- 
tage is that it is excessively sensitive and may therefore 
cause confusion by becoming positive for irrelevant 
reasons. 


BLINDNESS 


The bleak if familiar forecast of an ageing population, 
increasingly blind, deaf, halt, and impotent, is underlined 
by the further Ministry of Health report’ on blindness 
in England that Professor Arnold Sorsby has just pre- 
pared. This is a carefully documented analysis of the 
figures of blind registration in England during the period 
1951-4, along the lines of his previous study’ for the 
years 1948-50, and it follows the evolutionary history 
of the various blinding diseases one further stage down 
their gloomy course. 

As might be expected from an affection of which all 
the major causes are part of the degenerative changes of 
old age-—cataract 26.2%, senile macular lesions 21.6%, 
and glaucoma 13.6% —the figures show a disproportion- 
ate increase of blindness in the whole population, from 
86,389 on March 31, 1952, to 93,622 on December 31, 
1954, but practically the whole of this is confined to the 
group over 70 years of age. Women greatly outnumber 
men among the aged blind. The largest single cause of 
blindness is still senile cataract, and this is par excellence 
a remediable condition ; yet of those so registered 82% 
have received no treatment, though some 50% are con- 
sidered to be amenable to surgical relief. Many factors 
probably contribute to this astonishing finding—the 
patient who seeks no advice because of ignorance, 
timidity, folly, or passivity ; the unqualified practitioner 
who treats failing sight with repeated changes of glasses 
without referring the patient to an ophthalmic surgeon ; 
and, finally, the oculist who for personal reasons always 


' Blindness in England,1951-1954, 1956, H.M.S.O., London. Price 3s. net. 

* Sorsby, A., The Causes of Blindness in England, 1948-1950, 1953, H.M.S.O., 
London 

* Report of the Medical Research Council for the Year 1953-1954, 1955, 
H.M.S.0., London. 


hesitates to operate. At least we can be encouraged 
that this admirably clear report must lead, however 
indirectly, to the enlightenment of patient, optician, 
and oculist, so that this vast assembly of the remedi- 
able blind should surely decrease as the years pass. 

In the younger adult age-group (21 to 59) there has 
been an encouraging decrease in those registered as 
blind, possibly attributable to the improved methods 
and coverage of ophthalmic treatment. The reduced 
incidence of sympathetic ophthalmitis is particularly 
noteworthy, perhaps a result of cortisone treatment. 

A striking increase in blindness has been noted in the 
very young, primarily due to the spate of retrolental 
fibroplasia, which was responsible for over a half of 
those registered as blind when less than a year old and 


a quarter of those aged between 1 and 4. These blinded 


infants are expected to swell the population of blind 
schools from 1,400 to 2,200 in 1958-9. The report dis- 
cusses retrolental fibroplasia with rather more concern 
than seems justified, for it does not mention how dramatic- 
ally the situation has changed. Since oxygen administra- 
tion to premature babies has been curtailed (with a maxi- 
mum concentration of 45%), no further cases have been 
reported. A year ago a report came from the Medical 
Research Council which, after summarizing the work of 
N. H. Ashton and his associates at the Institute of Oph- 
thalmology, concluded thus: “ It seems clear that retro- 
lental fibroplasia as a common and tragic disease has 
already virtually disappeared as dramatically as it appeared 
a little over a decade ago. Seldom has a disease, so 
apparently enigmatic in its causation, so intractable to 
treatment, and so tragic in its effects, been so rapidly 
brought under control.”* 


CHRONIC PROSTATITIS 


Before the days of sulphonamides and _ penicillin 
gonorrhoea was nearly always followed by prostatitis, 
especially if it affected, as it usually did, the posterior 
urethra ; indeed, prostatic abscess was not uncommon. 
Since the introduction of penicillin the disease, if treated 
early, is usually confined to the anterior urethra, and the 
posterior urethra and prostate escape. Nevertheless, 
chronic prostatitis is still diagnosed frequently, especially 
in venereal disease clinics, and it no doubt follows some 
form of genito-urinary infection. A recent article by 
three U.S.A. Army medical officers' suggests that the 
usual symptoms—low back pain and heaviness in the 
perineum—even if accompanied by a_ considerable 
number of pus cells in the prostatic secretion do not 
necessarily validate a diagnosis of chronic prostatitis. 
These investigators examined 411 “ normal” males, 155 
suffering from non-specific urethritis, and 449 who had 
been tentatively diagnosed as chronic prostatitis. 62% 
of the first group, 59% of the second, and 54% of the 
third were considered not to be suffering from prostatitis. 
The presence of 15 or more pus cells per high-power 
field in the prostatic secretion was considered to indicate 
prostatitis. These findings will be somewhat surprising 


1 O'Shaughnessy, E. J., Parrino, P. S., and White, J. D., J. Amer. med. Ass., 
1956, 160, 540. 
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to many, the more so since it was found that 55% of 
what appeared to be normal prostates one week were 
abnormal a week later and 45% of abnormal ones 
became normal within three weeks, whereas symptoms 
were unchanged. Incidentally these authors were able 
to isolate a pathogenic organism in only one out of 68 
patients of whom 29 showed pus in the prostatic 
secretion. 

Prostatitis is synonymous with inflammation of the 
prostate, and where there is inflammation there will be 
pus cells. If, therefore, a specimen of prostatic secretion 
contains an abnormal number of pus cells (opinions will 
differ on what is abnormal) it may be assumed that 
prostatitis is present. It is necessary before making the 
diagnosis to be sure that the pus cells emanate from the 
glands of the prostate (or perhaps from the seminal 
vesicles) ; for this purpose it is wise to get the patient to 
pass urine and to wash out the whole urethra and 
bladder with bland fluid before massaging the prostate. 
If after this the fluid expressed is found to contain large 
numbers of pus cells it is difficult to avoid the con- 
clusion that the prostate is the subject of inflammation. 
Symptoms are often a poor guide; the patient who 
reports with low back pain, heaviness in the perineum, 
disturbances of micturition, or impotency is usually one 
who has been exposed to or suffered from urethritis or 
one who is mentally upset. Digital examination of the 
prostate may or may not confirm the diagnosis. If the 
organ is soft and boggy it is obviously abnormal, but in 
mild chronic cases little change can be detected and 
reliance must be placed on history, symptoms, and the 
results of pathological examinations. Most cases will 
clear up after gentle massage of the organ repeated 
every 5-7 days for a few weeks, followed by irrigation 
with, say, oxycyanide of mercury 1/8,000. When the 
patient is nervous and over-anxious reassurance, a 
placebo, and perhaps a sedative will usually hasten 
recovery. 


PRIMARY TUBERCULOSIS OF THE MOUTH 


When primary tuberculosis appears in unfamiliar situ- 
ations, it is apt to be missed or misdiagnosed. Tuber- 
culous ulcers in the mouth are familiar as a complication 
of pulmonary tuberculosis, but reports of cases in which 
the mouth was the site of a primary infection are scanty 
in the British and American literature, and most of them 
have appeared since 1950. F. J. W. Miller’ reported 
three cases in 1953, and careful examination of patients 
with submandibular adenitis has now resulted in the pub- 
lication by J. Boyes, J. D. T. Jones, and Miller of a 
report of seven cases in children and adolescents.? This 
suggests that the condition is not so rare as had been 
supposed, and that more cases would be found if they 
were more diligently sought. 

As the primary ulcer in the mouth is usually small 
and painless, the patient may make no complaint, even 


1 Miller, F. J. W., Lancet, 1953, 1, 5. 
* Boyes, J., Jones, J. D. T., and Miller, F. J. W., Arch. Dis. Childh., 1956, 31, 


81. 
* Galloway, J. W., and Horne, N. W., Brit. dent. J., 1953, 95, 9. 


if he is aware of its presence. Attention is drawn to the 
existence of tuberculous disease by swelling of the 
related lymph nodes, most often those of the sub- 
mandibular group. There is a tendency to attribute 
tuberculous cervical adenitis to a primary infection of 
the faucial tonsils, and the possibility of a focus in some 
other part of the wide drainage area of those nodes is 
often not considered. Injury to the oral mucous mem- 
brane is important in allowing the infection to become 
established. In a majority of the cases reported by 
Boyes and his colleagues there was a history of dental 
trauma by tooth extraction or alveolar abscess ; but the 
injury may be trivial and unnoticed. A definite history 
pointing to a source of infection appears to be unusual. 
The tubercle bacilli may be of either human or bovine 
type. 

The pathological features of these cases conform to 
the pattern of primary tuberculosis. The primary focus 
is an ulcer in a tooth socket, or on the gum or other 
part of the oral mucous membrane. The infection 
spreads rapidly to the regional lymph nodes, which 
enlarge and are at first firm but later tend to soften and 
break down. The primary ulcer may be very small and 
may heal without trace while disease in the lymph nodes 
is still active, but in some cases a scar remains at its 
site. As in any case of primary tuberculosis, haemato- 
genous dissemination is a possibility. One of the 
patients in the series of Boyes and colleagues developed 
tuberculous meningitis. In all their cases the primary 
ulcer healed rapidly on chemotherapy and the lymph 
nodes diminished in size. There was, however, a high 
incidence of recrudescence of active disease in the lymph 
nodes within a few weeks or months, sometimes with 
formation of abscess. This led these authors to con- 
clude that there is a case for excision of the enlarged 
nodes while they are still firm. However, most of the 
patients had only a short course of streptomycin, 
whereas J. W. Galloway and N. W. Horne*® recommend 
six months’ combined chemotherapy. For the detection 
of cases of primary oral tuberculosis it is recommended 
that any chronic ulcer of the mouth that does not heal 
should be examined histologically ; and that primary 
tuberculosis should be suspected and an oral ulcer 
looked for when the submandibular lymph nodes are 
found to be enlarged. 


COLLEGE OF GENERAL PRACTITIONERS 


The College of General Practitioners is to have a home 
of its own. The President of the College, Dr. William 
Pickles, announces this week (p. 174) that “ generous 
financial support "—we understand from a donor who 
wishes to remain anonymous—has made it possible to 
construct, and in part to endow, a building which, it is 
hoped, will be completed by 1962. This munificent gift, 
and the ready help of the Royal College of Surgeons, 
which has agreed in principle to lease a site near by 
on the south side of Lincoln’s Inn Fields, will be 
acclaimed by all those who have watched with admira- 
tion the mounting success of this, the youngest, college. 
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PATHOLOGICAL SOCIETY OF GREAT 
BRITAIN AND IRELAND 


FIFTIETH ANNIVERSARY MEETING 
The Pathologicai Society of Great Britain and Ireland cele- 
brated its jubilee by a three-day meeting, from July 12 to 14, 
in Manchester, the city in which was held its inaugural 
meeting on July 14, 1906. That meeting was also reported 
in this Journal.’ 

From its inception the Society has prided itself on its role 
as a learned society without political affiliations. It exists, 
in the words of its founders, “to advance pathology and 
to facilitate intercourse between pathologists.” It has no 
permanent president, and the rule is that the chair shall 
be taken by the head of the laboratory (or his delegate) at 
which a meeting is being held. It was in accordance therefore 
with this strong scientific tradition that at the jubilee meeting 
this year pride of place should have been given to scientific 
papers, which ranged over the fields of bacteriology and viro- 
logy, immunity, morbid anatomy, and experimental patho- 
logy and cancer research. There was, however, one exception 
to this scientific fare, the notable address by Professor J. H. 
Diste, secretary of the Society since 1934 and now its joint 
secretary, on the history of the Society, which in shortened 
form is reproduced below. 


History of the Society 

In June, 1906, said Professor Dible, many pathologists in 
Great Britain and Ireland received a notice suggesting the 
formation of a Pathological Society of Great Britain and 
Ireland. The signatories were amongst those most eminent 
in their subjects in these countries—professors of pathology, 
men eminent in the Services and in tropical medicine, distin- 
guished physicians, professors of physiology, and veterin- 
arians. The idea of such a society was doubtless forming in 
more minds than one, but those most active in establishing 
the new society were Lorrain Smith and Robert Muir, to- 
gether with Ritchie and Boycott. To this little group of 
fathers of the Society the name of Sims Woodhead must be 
added on account of his connexion with the Society's journal. 

Why did this movement take place at that particular time ? 
It occurred at a climax in a period of great and expanding 
activity in pathology and medical science generally. In 
the preceding three-quarters of a century the science 
of pathology, if not founded, certainly came to recog- 
nition as a branch of science distinct from the clinical 
arts. The publication of great classics on morbid anatomy, 
such as the atlases of Cruveilhier and Carswell, and of Vir- 
chow’'s Cellular Pathology, Cohnheim’s Lectures, Metchni- 
koff's Lectures on the Comparative Pathology of Inflam- 
mation, Villemin'’s experiments on tuberculosis, and Koch’s 
work on the aetiology of tuberculosis, had evoked a wide 
response. And there was also a great burst of activity along 
the newer lines which were being opened up by the technical 
advances of the histologists, such as Weigert, the experi- 
mental pathologists, like Ehrlich, and by the great advances 
in bacteriological technique which in the last quarter of the 
nineteenth century had led to a spate of discoveries of causal 
organisms in infective disease. This upsurge of activity 
demanded more and more men for its service, possessed of 
more specialized knowledge than had been available to the 
great clinical investigators like Hunter, Bright, and Addison. 
The first chair of pathology had been established in Edin- 
burgh in 1831. Fifty years later, in 1882, the second whole- 
time chair in Britain, that of Aberdeen, was founded, and 
by the end of the century, or within a few years of it, 
chairs had been established in all the Scottish and in many 
of the English provincial universities. In London the 
situation was different owing to the independent position of 
the London hospitals and their teaching schools. Their 
domestic arrangements did not favour the appointment of 
the whole-time pathologist and they had no real university 
affiliation. Further, in London there was the Pathological 
Society of London, which had been in existence since 1847 
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and remained a great force. It was partly for these reasons 
that the Pathological Society of Great Britain and Ireland 
found in its early days its greatest support in Scotland and 
the English provincial schools, and that tradition had to 
some extent endured. 

At the first meeting in Manchester on July 14, 1906, on 
Professor Muir’s motion Professor D. J. Hamilton took the 
chair, and it was moved that “the Pathological Society of 
Great Britain and Ireland be constituted”: this was carried 
by acclamation and so the Society came into being. 


Scientific Traditions 

The ad hoc committee appointed at this first meeting 
drew up draft rules, based to some extent on those of the 
Physiological Society. Next it took steps to acquire an 
official publication. Negotiations were opened with Pro- 
fessor Sims Woodhead, of Cambridge, the owner and editor 
of the Journal of Pathology and Bacteriology which he had 
founded in 1892 with Mr. Pentland, the Edinburgh publisher. 
This journal was adopted as the official organ of the Society, 
and in March, 1907, an association was formed to acquire 
it from Sims Woodhead and to publish it under his editor- 
ship, with Ritchie and Boycott as assistant editors. In the 
editorial of October, 1907, announcing the new affilia- 
tion of the journal, the editor stated: “ Records of personal 
research and not historical résumés are specially desired ; 
and in all cases preference will be given to articles not 
overburdened with abstracts from literature. Illustrations 
must in all cases be confined to new features. . . . Although 
the editors reserve to themselves the right of editing articles 
submitted for the journal, they will not hold themselves 
responsible for any statement made in the articles published.” 
These forthright pronouncements gave some warning of 
the editor’s determination to be master in his own house ; 
a decision from which he never departed and which had out- 
lived him as a tradition. 

From this point onwards the records of the Society were 
those of steady progress. There was the part played by the 
Society in the encouragement of the Pathological and 
Bacteriological Laboratory Assistants’ Association, now the 
Institute of Medical Laboratory Technology. Within a 
year of the Society’s foundation the committee was asked 
to consider the admission of laboratory attendants engaged 
in scientific work as members, and, as the minutes have it, 
found that “there was nothing in the rules which neces- 
sarily prevented the admission of these gentlemen”; at 
that same meeting Richard Muir, of Edinburgh, a man out- 
standing for his technical work, was nominated amongst 
other candidates. In 1911 a subcommittee was appointed 
to consider and report upon “the possibility of establish- 
ing some form of employment bureau for laboratory 
assistants.” The matter, however, was already en train in 
another quarter. Six months later the Society learnt 
with pleasure that such an association was in process of 
formation amongst the assistants themselves, and expressed 
its willingness to assist and encourage its objects. As time 
went on certain tendencies began to emerge, and traditions 
became established. The Society refused to send delegates 
to conferences and the like; it also resolutely turned its 
back on any action which had any sort of political flavour, 
regarding itself as a scientific society and refusing to deviate 
from its purpose as laid down by its founders: “ To advance 
pathology and to facilitate intercourse between patholo- 
gists.” Thus the meetings had been almost wholly devoted 
to scientific matters, and attempts from time to time to get 
the Society to engage in medical politics or current admini- 
strative problems had met with little support. 


Epitome 
In a short life of 50 years, said Professor Dible in con- 
clusion, it was not likely that there would be much that was 
stirring in a dramatic sense in the history of a scientific 
society devoted to the advance of one particular branch of 
medical science, however fundamental that might be. The 
true history of the Society was the work of its members, 
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and that was to be found recorded in the proceedings of 
its meetings and in the 58 volumes of the Journal of Patho- 
logy and Bacteriology published by the Society. Their 
Society, Professor Dible said, had had an honourable and 
honoured past, and they looked forward with confident 
expectation that the present and future generations wouid 
uphold the traditions which the first 50 years of the Society's 
existence had seen established. 


HYPERCALCAEMIA IN INFANTS AND 
VITAMIN D 


Because of reports in medical journals suggesting that cases 
of hypercalcaemja in infants might be due to an excessive 
intake of vitamin D, the Ministry of Health approached 
the British Paediatric Association on the subject. Lacking 
adequate information on which to base a firm opinion, the 
association appointed a committee* to inquire into the 
prevalence of the condition in infants, and the kind of diet 
with which it was associated. The committee’s report, now 
released and dated July, 1955, is summarized below. In 
reaching its conclusions, the committee states that it referred 
to an earlier reportt to the British Paediatric Association, 
which in 1943, when the fortification of infant foods with 
calciferol was not yet standard practice, had recommended 
that, under the Government scheme, the daily dose of cod- 
liver oil for all infants (except those born prematurely) 
should provide 700 i.u. of vitamin D. 


COMMITTEE’S REPORT 

A letter of inquiry was sent to 196 consultant paedia- 
tricians in the United Kingdom. By the end of June, 1955, 
204 cases of hypercalcaemia had been reported as having 
been recognized since the beginning of 1953. The peak 
incidence of onset of symptoms was between four and eight 
months of age. Among the reports received there was no 
convincing instance that, at the onset of symptoms, the 
infant had been entirely breast-fed and had not received 
any vitamin D supplement. 


Calciferol Added to Dried Milk and Cereal for Infants 

When calciferol is added to infant foods there is during 
subsequent months a fall, at varying rates, of the calciferol 
content of the dried food. This fall is probably consider- 
ably less in the case of milks than in cereals. , 

Information was obtained from a manufacturer of 
National Dried Milk and proprietary infant foods. 

(i) National Dried Milk.—In September, 1953, the Ministry of 
Food sent a letter to the manufacturers of National Dried Milk 
recommending that 500 i.u. of vitamin D, as calciferol, per dry 
oz.,t be added to allow for a maximum deterioration of 44%, 
thus giving a minimum concentration of 280 i.u. per dry oz. in the 
food as marketed. 

(ii) A Proprietary Milk.—The following tables show the 
amounts of crystalline caiciferol added to a proprietary brand of 


cifero to Contain 
Date Added Date Not Less than 
i.u./Dry oz. i.u./Dry oz. 
Up to August, 1942 . 70 
From August, 1942 128 1943 Increased to 280 
pa October, 1943 403 Late 1943 320 
November, 1944 460 
= October, 1954 590 
(This is not yet 
on the market) 


Age of Year of Assays 
Milk Months Manufacture i.u./Dry oz. 
7-12 1950 362 

463 
13-18 1952 405 
3-6 1952 560 


The assays are by a biological method: error + 30% 


*Dr. Reginald Lightwood (chairman), Dr. Wilfrid Sheldon, 
Dr. Charles Harris, and Dr. Thomas Stapleton (secretary). 

tArch Dis. Childh., 1943, 18, 58. 

728 grammes. 


full-cream dried milk, the sales statement as to the vitamin D 
content, and reports of assays of vitamin D in the milk. 

It will be seen that the sales statement—that is, the statement on 
the label of the preparation—trefers to the minimum level of 
vitamin D in the dried milk. If there is not much deterioration 
in a particular batch, or the milk powder be retailed soon after 
manufacture, the level would be higher than the minimum sales 
level. 

A more dilute, or “ half-cream” milk, was made by adding 
lactose to the calciferol-fortified full-cream dried milk, referred 
to in the above table. The concentration in the full-cream milk 
ensured that there was enough vitamin D in the more dilute milk. 

(iii) A Proprietary Cereal——The following table shows the 
amounts of calciferol added to a dried cereal, the sales statement, 
and reports of assays. 


Crystalline Sales Assays 
Date Cakciferol 
Added Approximate! Age of Food iu. Dry 
i.u./Dry oz. | i.u. Dry oz. Months oz. 
Up to March, 1946 1,000 625 
From March, 1946 2,000 1,000 0-2 1,110-1,870 
13-18 758-—1,200 


Thus, in a fairly recently prepared batch of cereal, there may 
well be 1,500 i.u. vitamin D per dry oz. or even more. 

The above figures permit an approximate estimate to be 
made of the likely intake of vitamin D of an infant fed on 
the full-cream dried milk, referred to above, fortified with 
crystalline calciferol 460 iw. per dry oz., the calciferol- 
fortified cereal shown above, together with the generally 
recommended quantity of cod-liver oil compound : 

For example, the vitamin-D intake of an infant who 
receives each day 


Approximate Figures 
(a) 1} pints§ of a full-cream dried milk containing 


i.u. vitamin D per dry oz. 1,725 i.u. 

(b) 1 oz. of a cereal containing 1,500 i.u. vitamin D 
per dry oz. 1,500 ,, 

(c) 1 teaspoonful of national cod-liver oil compound 
(Welfare Food Service) 700-800 ,, 


would be about 4,000 i.u. 


Committee’s Conclusions and Recommendations 


Clearly it is important that agreement should be reached 
on what should be the optimum intake of vitamin-D from 
all sources in the infant's diet. The evidence whether or 
not vitamin D is responsible for “idiopathic hyper- 
calcaemia” is not here considered. There is, however, a 
strong case for taking steps to safeguard infants against the 
possible risks of an unnecessarily high intake of vitamin D. 
The ways in which the intake of vitamin D could be reduced 
are as follows : 


(1) By omitting calciferol from dried milks. There is, 
however, no doubt that dried milks fortified with calciferol 
have played a part in the abolition of rickets. In this 
connexion it may be noted that the intake of cod-liver oil 
compound in England and Wales (actual issues being ex- 
pressed as a percentage of the potential demand) varies 
between 19 and 32%. 

(2) By limiting the amount of calciferol incorporated in 
dried milks by a range of figures. This is understood to be 
technically feasible. A corresponding range of figures would 
also be required for fortified evaporated and condensed 
milks. Before the range is chosen the vitamin-D needs 
of healthy infants would require reconsideration. 

(3) By omitting cod-liver oil supplements in the case of 
infants fed on a calciferol-fortified dried milk. Cod-liver 
oil, however, is given not only for the benefit of its vitamin-D 
content but also for its vitamin A, and it might therefore 
become necessary to make separate provisions to cover this. 
The committee believes that the intake of vitamin D given 
in any supplement should be individually adjusted according 
to the type of feeding. 

(4) By omitting calciferol from cereals used for infants. 
By itself, this might not be enough to remove entirely the 
risk of too high an intake of calciferol. 


$0.9 litre. 
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SUMMARY OF PROCEEDINGS 


FIRST PLENARY SESSION—RECENT ADVANCES 
IN THE KNOWLEDGE OF CANCER 
Wednesday, July 11 
Under the chairmanship of Mr. A. Dickson WriGHT 
(London) a group of speakers reviewed the most recent 
advances in the treatment of cancer. Professor G. HADFIELD 
(London) discussed the latest physiological work on the 
development of the breast and showed how this would be 
of great importance in the future surgical management of 
cancer of the breast. Workers in America had shown that 
the maintenance of breast structure depended on a finely 
balanced mechanism. An oestrogen of ovarian or adrenal 
origin was insufficient to produce full development of the 
breast. Prolactin in relatively large quantities was essential 
for this. Experiments had shown that on weanling male 
mice, which had been castrated and hypophysectomized, full 
development of the breast, including lactation, could be 
produced if prolactin, oestrone, progesterone, and cortisone 
were given in suitable propoftions. Approximately 50% 
of human breast cancer was of hormone-dependent origin. 
It was therefore of the utmost importance that a full study 
of the hormones that cause development of the breast should 
be undertaken in these patients. Work carried out in the 
clinico-pathological laboratories of the Imperia! Cancer Re- 
search Fund proved that prolactin could easily be demon- 
strated and fairly accurately estimated in the urine of all 
pre-menopausal women and in 58% of post-menopausal 
women. It had been shown that, if prolactin was absent 
from the urine, hypophysectomy would not cause a remis- 
sion in metastatic deposits. Further work on the hormones 
of the treast had shown that the secretion of prolactin 
by the pituitary was dependent on oestrogen thresholds, and 
it was believed that this mechanism was of fundamental 
importance in causing relapses that followed oophorectomy 

and adrenalectomy. 

Mr. A. Lawrence Apet (London) gave a general survey 
of the progress that had been made in cancer surgery over 
the last ten years. He stressed the importance of early 
diagnosis and the treatment of premalignant conditions in 
lowering the mortality from cancer. Among the premalig- 
nant diseases discussed were gastric ulcer, cholelithiasis, 
ulcerative colitis, polyposis coli, rectal polyps, thyroid 
adenomata, and skin tumours. New procedures played an 
important part in early diagnosis, especially exfoliative cyto- 
logy and frozen-section techniques. Isotopes were coming 
into use in diagnostic measures ; new methods for the diag- 
nosis of carcinoma of the oesophagus and stomach depen- 
dent on “P were in the course of development. Over the 
last 20 years the techniques of operative surgery had been 
improved enormously, and the results of cancer surgery had 
improved in consequence. This was most marked in the 
surgery of the colon, where the resection rate had been 
doubled and the five-year survival rate had increased by 
15%. The lecturer outlined the important work that had 
been done on the treatment of carcinoma of the breast. 
In patients with tumours affecting the inner quadrants of 
the breast, a dissection of anterior mediastinal lymph nodes 
was mandatory, in addition to clearance of the axillary 
nodes. In patients in whom the lymph nodes were involved 
x-ray therapy played an important part. The procedures 
of adrenal and pituitary ablation caused in many instances 
satisfactory regression of the metastatic deposits. In con- 
cluding he stressed that in the immediate future a consider- 
able lowering in cancer mortality could be achieved by 
propaganda among the public and by routine medical 
examinations. 
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Radiotherapy 


Dr. W. M. Levitr (London) then spoke about radiation. 
He said that recent advances in the radiotherapy of cancer 
stemmed from two main sources—first, the introduction of 
artificial radioactive isotopes, and, secondly, the applica- 
tion of new principles to electrical apparatus for the produc- 
tion of very high energy x rays. Radium, until recently 
the only radioactive substance in general clinical use, suffered 
from severe limitations, apart from its scarcity and high 
cost. The long half-life amounted for practical purposes 
to permanence. It was never completely eliminated if intro- 
duced into the body. It produced its radiations through the 
medium of the gas radon, and not directly. These com- 
bined to make it an extremely dangerous substance. The 
precautions necessary to render its application safe necessi- 
tated the use of comparatively stout sealed containers and 
thus hampered its application to clinical work. Artificial 
radioactive isotopes with shorter half-lives, and radiating 
directly, overcame many of these difficulties. Radioactive 
tantalum wire, for example, could be introduced directly to 
the tissues for interstitial therapy, and was flexible. Some 
isotopes with very short half-lives, such as ‘I and “P, 
could be deliberately introduced into the blood stream so 
that they were selectively taken up by certain tissues, their 
radioactivity dying out after they had served their purpose. 

The gamma rays of radioactive substances and electrically 
produced x rays were identical in nature, and the term 
“ megavoltage radiotherapy covered both telecur.c therapy 
with such substances as cobalt-60 and radium, and super- 
voltage x rays. The introduction of megavoltage radio- 
therapy might well prove to be the most important recent 
advance in the radiotherapy of cancer. Telecurietherapy 
apparatus using massive quantities of “Co produced radia- 
tions approximately equivalent to those of a 3-million-volt 
x-ray machine, and there were a number of x-ray machines 
now in use producing x rays of from 2-4 million volts. 
Already considerable experience had been gained in the 
treatment of cancer with radiations of these high energies. 
It was as yet too soon to say what was the optimum range 
of megavoltage for treatment. It could, however, be said 
that megavoltage therapy at 2-4 million volts, which included 
the ““Co apparatus, offered a good prospect of improvement 
in results on conventional deep x-ray therapy in suitable 
situations, if only because the distress and discomfort to the 
patient were so much less, owing to the reduced effect on the 
skin, and because the target dose to the growth could be 
more easily and consistently achieved. In particular, a ray 
of hope, though no more, had been introduced into some 
very dark places, such as the treatment of inoperable 
carcinoma of the bladder and rectum. 


Chemotherapy 


Professor A. Happow (London) spoke on the subject of 
chemotherapy. He said that the special difficulties con- 
fronting chemotherapy in cancer arose from the facts that 
the cancer cell was but a modification of the normal, that 
the biochemical differences between the two were quanti- 
tative rather than qualitative, and that there was little sign 
of any immunological specificity. Endocrine control (as of 
tumours of the prostate and breast) was rendered possible 
by the retention of a hormonal responsiveness already pre- 
sent in the corresponding normal cell, or by the develop- 
ment, by the cancer cell, of an active hormone-dependence, 
which might also be demonstrated through the procedures of 
oophorectomy, adrenalectomy, and hypophysectomy. Agents 
which acted more directly on the dividing cell included the 
nitrogen mustards and other biological alkylating agents 
such as various di-epoxides, ethyleneimines, and dimesyl 
compounds. Among these, “myleran” (1:4-dimethane- 
sulphonyloxybutane) and the carboxylic nitrogen mustard 
“ chlorambucil ” (“ lukeran”), had received clinical applica- 
tion in the past few years in cases of chronic myelogenous 
leukaemia, and in cases of chronic lymphatic leukaemia, 
other lymphomas, and Hodgkin’s disease, respectively. The 
development of antimetabolite therapy was a great step 
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forward in the treatment of the acute leukaemias, and the 
principles governing the application of . antifolic-acid and 
antipurine agents, whether alone or in combination with 
cortisone and A.C.T.H., continued to clarify. Other sub- 
stances, possibly acting as antimetabolites, included urethane 
in the treatment of multiple myeloma. 

None of the agents so far available was curative, yet all 
merited further study for the fundamental interest of their 
mechanism of action. Recently a new agent had been 
discovered which would cure cancer in the experimental 
animal. This substance, however, was not curative in man, 
but opened up wide future possibilities for research. Until 
more was known of the fundamental intimate biochemistry 
of cancer cells, chemotherapy would not achieve a curative 
nature. The future chemotherapy of cancer might depend 
on the development of antimetabolites, which might be used 
in a form of substitution therapy. 


SECOND PLENARY SESSION—THE PRESENT 
POSITION OF A.C.T.H., CORTISONE, AND 
DERIVATIVES 


Thursday, July 12 


Sir CHarRLeES Dopps (London) opened the Plenary Session 
from the chair by saying that A.C.T.H. and cortisone were 
not alternatives. A.C.T.H. stimulated the suprarenal to pro- 
duce all its products, some of which were characterized 
(such as hydrocortisone), some of which had only recently 
been discovered (such as aldosterone), and very possibly 
there were others as yet unknown. Cortisone, on the other 
hand, provides only one or a modification of one of the 
substances produced by the cortex. 

Dr. Howarp Po.tiey (Mayo Clinic, U.S.A.) gave a paper 
on the present therapeutic status of cortisone and its deriva- 
tives. Apart from their metabolic and endocrine effects, 
which were extensively relied on therapeutically, these 
compounds were valuable for their antirheumatic, anti- 
inflammatory, and anti-allergic properties and for their 
inhibition of fibroblastic scar-tissue formation. Refinements 
in their use had resulted from modifications of methods of 
administration, and alterations in the chemical structure of 
the steroid molecules, with consequent change in metabolic 
effect. Examples of the last proceduve were prednisone and 
prednisolone, which had four times the antirheumatic effect 
and less effect on electrolytes than cortisone ; 9a-fluoro- 
hydrocortisone, which had an antirheumatic potency ten 
times that of cortisone but a fifty-fold effect on electrolytes ; 
and hydrocortisone, which had a more certain action than 
cortisone when administered locally. All the cortisone sub- 
stitutes as well as cortisone were capable of causing hyper- 
cortisonism if given for any length of time, and there was 
general agreement that long-term therapy with them was 
more satisfactory if this could be avoided. Symptoms 
included the cyclical occurrence of fatigability, emotional 
instability, and general muscular and articular aching, which 
improved with rest, got worse when the patient was tired, 
and varied directly with the time from the last dose of 
hormone. Other manifestations of hypercortisonism were 
mesenchymal reactions simulating disseminated lupus 
erythematosus or periarteritis nodosa. Transfusion reactions, 
light sensitivity, and false serological reactions during blood 
grouping could occur. Chronic hormonal excess could 
modify mesenchymal reactions in rheumatoid arthritis and 
might be fatal. Dosage of the hormone needed to be 
adjusted according to the age and sex of the patient, and 
in cases where prolonged treatment was going to be neces- 
sary the dose should be gradually reduced by small steps to 
the lowest dose which kept the patient free of symptoms, 

Dr. W. S. C. Copeman (London) said that in rheumatoid 
arthritis cortisone and A.C.T.H. were of equal value, although 
cortisone was most commonly used. He now gave an initial 
dose of 59-75 mg. daily in divided doses. Women tolerated 
hormonal therapy less well than men. Hormone treatment 
for rheumatoid arthritis was indicated only when treatment 


by rest, splinting, and gold injections had failed. Even then 
cortisone was contraindicated if there was a past history of 
tuberculosis, peptic ulcer, diabetes mellitus, hypertension, or 
psychosis. Cortisone therapy did not actually influence the 
underlying disease process ; patients felt subjectively better 
and were able to return to work. Provided irreversible joint 
changes had not occurred, he had maintained selected cases 
with great relief from symptoms and impaired function for 
as long as five years. The frequency and dangers of side- 
effects were overrated. The most frequent complication of 
hormone therapy was peptic ulceration, and any digestive 
symptoms should be investigated, since an ulcer might bleed 
or perforate. Nevertheless peptic ulcers could heal without 
treatment being stopped. It was essential not to stop treat- 
ment with cortisone in patients who had been receiving it 
for a long time and who had to undergo operations, or they 
might die as the result of the stress of operation. Hydro- 
cortisone had the same effect as cortisone, but prednisone 
and prednisolone caused less disturbance of water and 
electrolyte metabolism, though they were more ulcerogenic. 
Hydrocortisone was topically useful for intra-articular injec- 
tion in cases of rheumatoid arthritis in which a number of 
joints had been left unaffected by systemic treatment with 
cortisone. There were no side-effects from local treat- 
ment with hydrocortisone. Although the position of 
cortisone treatment for acute rheumatism was not com- 
pletely clear yet, it seemed that after three years there was 
little difference in the incidence of heart disease between 
treated and untreated cases. More cases of rheumatoid 
arthritis treated with A.C.T.H. went into natural remission 
than did cortisone-treated cases. Most cases of rheumatoid 
arthritis would respond to conventional treatment, which 
was not outmoded by therapy with steroids. 

Mr. A. J. B. GOLDsMitH (London) said that cortisone and 
related steroids were valuable in ophthalmology because of 
their anti-inflammatory effects. When steroids were com- 
bined with appropriate antibiotic therapy, infections could 
be controlled both bacterially and anatomically. Hydro- 
cortisone was slightly more effective by local application 
than cortisone. There were no side-effects, since such small 
quantities were used, and the drugs could be given for a 
long time without losing their potency. They did not cure 
ocular inflammation, but blocked the exudative phase and 
stopped the formation of fibrous tissue. The cause of the 
inflammation was in no way influenced, and bacteria could 
continue to proliferate if unchecked by antibiotics, with 
disastrous consequences. If cortisone treatment was stopped 
too soon the disease process would continue as though 
untreated and possibly might be exacerbated. Cortisone 
could not remove chronic fibrous tissue. Hormone treat- 
ment prevented the development of scar tissue in deep 
keratitis, iridocyclitis, and choroiditis, and limited the 
chances of corneal scarring in interstitial keratitis. Assess- 
ment of the aetiology was essential in ocular disease—for 
example, hormone therapy in tuberculous uveitis might 
light up systemic tuberculosis with disastrous results. 
Hormone treatment was dangerous in cases of dendritic 
ulcer of the cornea due to the herpes virus, since exten- 
sion of the ulcer might occur, with perforation of the cornea. 
Cortisone therapy was helpful after corneal graft operations, 
when it prevented invasion of the graft by new blood vessels. 

Dr. F. Duptey Hart (London) said that A.C.T.H. was 
only of use in treating adrenal insufficiency in cases where 
the adrenals were hypoplastic, as in Simmonds’s disease, or 
in covering operations on the pituitary or hypothalamus. 
In acute adrenal insufficiency cortisone could be given, but 
100 mg. of hydrocortisone intravenously over six hours and 
repeated as necessary was the treatment of choice. 5 mg. 
of 9%a-fluorohydrocortisone or hydrocortisone succinate 
could be used in such cases, but intramuscular cortisone 
was too slow in its action. Cortisone, hydrocortisone, or 
hydrocortisone acetate were the best drugs for treatment of 
Addison’s disease or totally adrenalectomized patients, 
though some required additional deoxycortone acetate and 
salt. Treatment with 20 mg. of cortisone and 0.125 mg. 
of 9e-fluorohydrocortisone orally twice daily was effective, 
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though salt retention and oedema might occur. Such 
treatment soon took effect and depigmentation occurred. 
E.C.G. and E.E.G. tracings became normal. Hypoglycaemia 
was controlled and energy returned. The danger of lighting 
up a tuberculous: infection of the suprarenal was largely 
theoretical. The same applied for adrenalectomized patients, 
some of whom required D.C.A. as well, since they were very 
prone to sodium depletion, which manifested itself by morn- 
ing nausea and vomiting. In such cases cortisone dosage 
had to be increased during periods of stress caused by 
infections, surgical operations, Christmas, or travel during 
the rush hours. Impairment of wound healing was a surgi- 
cal chimera. The education of the patient in his disease 
was absolutely essential, so that he knew what limitations 
were imposed on him. 

Dr. G. B. Mrtcuet.-Heacs (London) said that in dermato- 
logy hormone therapy controlled the symptoms while the 
patient's system could be rallied to withstand the onslaught. 
Examples of diseases which benefited by hormone treatment 
were pemphigus ; dermatomyositis, in which steroid treat- 
ment could be used to damp down symptoms while a cancer 
focus was being sought; polyarteritis nodosa ; acute dis- 
seminated lupus erythematosus, often precipitated by 
environmental stress and which could be controlled by 
hormone treatment while the patient’s environment was 
being dealt with; erythema multiforme; and Stevens- 
Johnson syndrome. In cases of lichen planus the patients 
with the least anxiety and maximum papulation did best, 
but pigmentation might take six to nine months to disappear. 
Hormone treatment was particularly useful in relieving the 
severe itching in dermatoses, drug eruptions, and urticaria. 
Steroid therapy was particularly useful in support of seda- 
tion and rest in diseases such as endogenous eczema, which 
were precipitated by overwork, fatigue, worry, and shock. 
Allergic skin eruptions might respond to cortisone although 
intractable to treatment with antihistaminic drugs, and corti- 
sone might make them amenable to treatment with the anti- 
histamine group. The results of topical applications of 
hydrocortisone were very variable, possibly owing to the 
deficiencies in the various preparations which were put up. 
He had found that in some patients a control ointment 
which did not contain hydrocortisone, but which was 
labelled “control,” was just as effective in treatment as 
the ointment which actually contained hydrocortisone. He 
made a strong plea for more intimate liaison and co- 
operation between the specialist and the general practitioner 
in the treatment of skin diseases. 

In the subsequent discussion Mr. Go_psmitn, replying to 
Dr. ALAN Rezcer (London), said that hydrocortisone drops 
in the eye in cases of recurrent iritis would not prevent 
recurrent attacks. If a patient felt an attack coming on he 
should start hydrocortisone and mydriatic therapy at once. 

Dr. Duptey Hart told Dr. R. H. Moore (New South- 
gate) that A.C.T.H. and cortisone were both contraindicated 
for patients with hypertension because of the danger of 
sodium accumulation, and because the patient might feel 
better subjectively and do too much. In such cases, if a 
steroid had to be used, prednisone or prednisolone were 
best, but steroid therapy was really undesirable in such 
cases. 

Dr. Copeman, replying to Dr. G. D. Kerstey (Bath). said 
that prednisolone was more ulcerogenic than cortisone. He 
thought that in providing cover for operation A.C.T.H. was 
theoretically better than cortisone, although in practice it 
was usual to continue with the drug which the patient was 
already receiving. In reply to another question he said 
that there was no doubt that any patient with a history of 
peptic ulcer and haematemesis was a definite risk for treat- 
ment with cortisone. He did not think cortisone was neces- 
sary in the treatment of gout. 

Dr. Po.tiey replied to a question on the indications for 
hormone treatment in the blood dyscrasias. He said 
the indications were the same as for other diseases. If 
alternative methods of treatment were adequate there was 
no need to use hormones. In any case the results were 
variable. Asked what was the cause of epigastric pain in 
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the absence of radiological signs of peptic ulceration during 
cortisone treatment, Dr. Polley replied that at one time it 
had been thought that cortisone directly increased gastric 
acidity, but now he thought it was probably due to gasiric 
erosion and gastritis, So far as he knew cortisone did not 
influence gastric emptying. He had no information whether 
cortisone was effective in toxaemia of pregnancy or obstetric 
shock, though he considered it effective in shock from any 
cause. Sir Cuartes Dopps said that there was a report 
from Dublin that cortisone had a favourable effect on 
eclampsia, but this had not been supported by other workers. 

Winding up this session, Sir Charles said that cortisone 
therapy was unique in therapeutics. We did not know 
how it acted, for it acted only as replacement therapy 
in hypoadrenocorticism. He looked forward to the day 
when new substances with hormonal activity would be found 
which would act in only one particular way, without any 
side-effects whatever. 


ROUND-TABLE CONFERENCES 


Wednesday, July 11 
LEUKAEMIA 


The chairman of the Conference, Dr. R. BopLey Scott 
(London), in his introductory remarks emphasized the ap- 
parent increase in the incidence of all forms of leukaemia 
and pointed out that it was now an important cause of death. 
He mentioned the increasing amount of research being done 
into causation, and discussed its relationship to exposure to 
ionizing radiation. A number of questions were then put to 
the panel, which, in addition to the chairman, consisted of 
Dr. J. INNes (Edinburgh), Dr. W. M. Levitt (London), 
Dr. J, D. N. NaBarro (London), and Dr. A. H. T. Ross- 
(Oxford). 
Nature of Leukaemia 


Although the panel were agreed that leukaemia in all 
probability was a malignant process, it was stressed that it 
differed in its multicentric origin and mode of spread from 
malignant neoplasms of epithelial origin. Dr. Rops-SMITH 
pointed out that there were other possibilities which offered 
alternative therapeutic approaches. For example, if the 
accumulation of immature cells was the result of a matura- 
tion failure it would be better, if possible, to encourage 
maturation rather than to attempt to destroy the immature 
cells. Dr. INNES offered the analogy of pernicious anaemia 
with the overproduction of primitive megaloblasts in sup- 
port of this idea. Dr. Levitt suggested that there might be 
some defect in the mechanism of control of white-cell pro- 
duction and release. 

Dr. Rops-SMirH made some observations on the pos- 
sibilities of using animal leukaemias for research into human 
leukaemia. He pointed out that although leukaemia could 
be produced in small laboratory animals and had been used 
extensively for research purposes, he believed that it differed 
in nature from the human condition. Chronic lymphatic 
leukaemia of cattle and pigs might be similar to that occur- 
ring in man, but it was hardly suitable for large-scale 
research. 

A question about the possibility of differentiating, on the 
histological appearance of a lymph node, between lympho- 
sarcoma and chronic lymphatic leukaemia produced, not 
unexpectedly, a division of opinion. Dr. INNES believed 
that the conditions were essentially the same, whereas Dr. 
Ross-SmitH held that histology and clinical findings must 
be considered together and that on these grounds they 
should be regarded as different conditions. 


Treatment of Acute Leukaemia 


; The panel first considered whether active treatment was 
justified in cases of acute leukaemia in view of the inevit- 
ably fatal outcome and the distress that might be caused to 
patients and relatives by prolonging the course of the disease. 
The panel were agreed that the remissions that could now be 
obtained were sufficiently complete and of such duration as 
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to justify attempting treatment in every case. If the acute 
leukaemia was fulminating, blood transfusion, antibiotics, POLIOMYELITIS 


adrenal cortical steroids, and 6-mercaptopurine should all be 
given. Ina less acute case treatment should be initiated with 
6-mercaptopurine. Dr. INNEs stated that, if a remission was 
obtained with this drug, maintenance therapy was desirable. 
The panel agreed that exsanguino-transfusion was of no 
greater benefit in these cases than simple transfusion. They 
also considered that the transfusion of fresh blood might 
do more than correct anaemia—in some cases it seemed to 
initiate a phase of remission. 


Treatment of Chronic Myeloid Leukaemia 


The relative merits of “ myleran” (busulphan) and deep x- 
ray therapy for the treatment of chronic myeloid leukaemia 
were considered. Dr. NaBARRO believed that myleran was as 
effective as irradiation and to be preferred, because it could 
be given with minimal interference with the patient's life and 
work. As a radiotherapist Dr. Levitt surprised the panel 
by expressing a preference for myleran, and made the point 
that a few cases before they reached a terminal stage 
seemed to get refractory to it and could then sometimes be 
helped by irradiation. Dr. INNes believed that if expert 
radiotherapy was available it was the treatment of choice, 
otherwise myleran was an effective alternative. The panel 
was asked whether there was any evidence to support the 
impression that myleran accelerated the terminal myelo- 
blastic phase of the disease. The CHAIRMAN pointed out that 
this drug had not yet been in use long enough for a definite 
answer to be given. 


Treatment of Chronic Lymphatic Leukaemia 


The panel were agreed that chronic lymphatic leukaemia 
should be treated only if causing symptoms. Dr. Levitt 
suggested that if there were general symptoms and anaemia 
irradiation of the spleen should be tried, and if the lymph- 
adenopathy was gross or a source of anxiety to the 
patient local irradiation was indicated. He suggested that 
the response to lymph-node irradiation was improved by 
lowering the white-cell count first by chemotherapy or 
splenic irradiation. Dr. NABARRO suggested that, if patients 
with chronic lymphatic leukaemia were getting general 
symptoms and anaemia, chemotherapy with the new oral 
nitrogen mustard derivative “C.B. 1348” (p-di-(2-chloro- 
ethyl)-aminopheny! butyric acid) might give a better re- 
sponse than splenic irradiation. He had found that adrenal 
steroid therapy helped in some of these cases. 

The panel were asked for their view on whether 
splenectomy was ever indicated in patients with chronic 
leukaemia. Dr. NABARRO considered that if a very large 
spleen was giving rise to distressing symptoms in a patient 
with chronic lymphatic leukaemia it was reasonable to 
advise splenectomy. These patients often had hypersplenism 
with anaemia and thrombocytopenia which improved after 
operation. Dr. Innes had found that splenic irradiation 
was an effective alternative in some cases. 


Other Varieties of Leukaemia 


Asked whether they believed in eosinophilic leukaemia, 
most members of the panel were sceptical. The CHAIRMAN, 
however, was able to refer to personal experience of three 
cases. Dr. Rops-SMITH was asked his views on plasma-cell 
leukaemia. He agreed that some cases of multiple myeloma 
had lymph-node involvement and plasma cells in the peri- 
pheral blood, but was reluctant to call this leukaemia. A 
question about “ red-cell leukaemia” nearly defeated the 
panel, but the CHAIRMAN mentioned one patient with 
erythraemic myelosis, and added that the condition had not 
been influenced by any of the usual cytotoxic drugs. Finally 
Dr. Levitt, asked whether he believed that spinal irradia- 
tion for ankylosing spondylitis could cause leukaemia, stated 
that he was convinced it could, but added that in these 
patients the amount of x-ray therapy given had often been 
excessive. 


Dr. W. Ritcuie Russett (Oxford) took the chair at the 
round-table conference on poliomyelitis. In answer to a 
question on the method of spread of the disease Dr. W. C. 
CockBURN (London) said that the precise mode of spread 
was unknown. Virus was present in the nasopharynx during 
the first two or three days of the illness and possibly before 
that time, and in the faeces for three to five weeks after the 
onset of disease. The ease of recovery of virus from the 
faeces suggested spread in a manner similar to typhoid fever, 
but some epidemiological evidence, particularly the rapid 
spread of virus in the members of a family, suggested 
another method of spread. It would be wise to take pre- 
ventive measures against both faecal and respiratory infec- 
tion. Dr. H. S. Banxs (London) mentioned that, however 
desirable it might be for staff nursing poliomyelitis patients 
to wear masks, there were practical difficulties in their 
constant use. 

A discussion followed on the desirability of removing 
poliomyelitis cases and suspects to hospital. Dr. R. E. 
SMITH (Rugby) said that, whereas patients should be removed 
to hospital if there was a probability of poliomyelitis being 
present, he thought that where the diagnosis of poliomyelitis 
was unlikely the patient might well stay at home. Professor 
A. A. MoncrieFF (London) agreed that it might be justifiable 
to temporize in certain cases with vague pains and possibly 
slight neck stiffness, but stressed that this course called for 
very good judgment. However, Mr. J. M. P. Clark (Leeds) 
and Dr. Banks disagreed with the previous speakers on the 
grounds that even the doubtful cases required the diagnostic 
facilities of a hospital. Dr. Banks did not agree with the 
view sometimes expressed that diagnostic lumbar puncture 
in the early stages of poliomyelitis was a dangerous pro- 
cedure, and the CHAIRMAN supported him in this. Dr. F. S. 
Cooksey (London) thought that the decision on removal to 
hospital might be affected by the need for achieving as 
much rest as possible in the early stages of the disease, and 
Professor MONCRIEFF pointed out the importance in this 
respect of being able to admit the mother to hospital with 
the child. Dr. Cocksurn stated it had been found in certain 
family studies that about two-thirds of the family contacts 
were already infected with the virus by the time that the 
first clinical case occurred; it was too much to expect, 
therefore, that removal of the case to hospital would prevent 
spread to other members of the family. 

The panel then discussed the action to be recommended 
when a case of paralytic poliomyelitis occurred in a resi- 
dential school. Dr. SmitH said that most outbreaks of this 
type were limited to one or two cases. He recommended 
telling the scholars about the early symptoms of the disease 
and of the necessity for reporting them. Early bed rest 
could then be ensured. Physical activity should be limited 
to non-competitive games. He thought that strict segregation 
of that part of the school in which a case had occurred was 
worth while. If the outbreak occurred towards the end of 
term it might be advisable to send the scholars home earlier 
than usual; he thought that the danger of disseminating 
infection was not great. Dr. Cockpurn said that the pro- 
portion of children in a school who were infected with the 
virus would be much smaller than that in a family. In 
answer to questions Dr. Smirn said that he would not 
recommend closing the school swimming-bath, but he would 
stop the boys in the school going into the town. 

On the subject of poliomyelitis vaccines Dr. CockBURN 
said that in the United States millions of doses of the Salk 
vaccine were being given. The vaccine contained all three 
strains of the virus, and the Type I strain was the virulent 
Mahoney strain. The second part of the Francis trial had 
shown that paralytic poliomyelitis occurred three and a 
half times more frequently in the controls than in the 
vaccinated group. Since that time the methods of filtration 
of the American vaccine had been altered, but antibody 
studies suggested that this had not affected the efficacy of 
the vaccine. In Britain they were using a vaccine with a 
modified Type I strain of reduced virulence. As to the 
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effectiveness of this vaccine, they must await the results of 
this year’s experience. Professor MONCRIEFF pointed out 
that the Francis trial had been carried out on children of 
a very limited age group, and that in this country the 
vaccine had been given to children of a much wider age 
range. He thought antibody studies were important, as it 
was desirable to know more about the relation between 
antibody and protection. Dr. Cocksurn referred to work 
proceeding on oral vaccines. Progress in research was slow 
owing to the difficulty in ensuring stability of the strains. 
The oral vaccine had the great advantage of obviating the 
necessity for injections, but he thought it unlikely that such 
a vaccine would be available within the next three or four 
years. The members of the panel agreed that vaccination 
against poliomyelitis should be postponed when a child was 
suffering from an illness. 

As it was customary to suspend immunization against 
diphtheria and whooping-cough when poliomyelitis is epi- 
demic in a district, it is necessary to have some method of 
estimating when an epidemic is present. Dr. Smrru thought 
that five cases within a month in a population of 65,000 
would constitute an epidemic in this respect. Professor 
MONCRIEFF mentioned that his colleagues had agreed to 
suspend the operation of tonsillectomy in children living in 
any borough in which more than two cases had occurred 
in a week. 

On treatment Mr. CLarK stressed that muscle treatment 
should not be started too early. There should be no muscle 
training during the first three weeks. Dr. Cooksey said 
that during this time the staff should be on the lookout for 
stiffness or early deformity, and that when this was present 
frequent (possibly two-hourly) passive treatment should be 
instituted at once. The CHAIRMAN advocated that, while 
the patient was being carefully rotated from one side to 
another, at every change of position the nurse should carry 
out gentle movement of each limb without discomfort. The 
panel agreed with Mr. CLark that when paralysis of the 
back muscles was present it was extremely difficult to pre- 
vent deformity arising from rotation produced by muscular 
imbalance. 


PHYSICAL TREATMENT OF MENTAL DISORDERS 


The round-table conference on Physical Treatment of 
Mental Disorders attracted a small but enthusiastic group, 
almost all of whom contributed to the proceedings. The 
chairman was Dr. Wittam McCartan (Haywards Heath) 
and the members of the panel were Dr. DesMonD CURRAN 
(London), Professor ALEXANDER KENNEDY (Edinburgh), Dr. 
Doris Opium (London), and Dr. Davin Rice (Hailsham). 

The first question discussed was whether any risk of 
irreversible cerebral damage was attached to repeated 
courses of E.C.T. The consensus of opinion was that 
clinically no such danger was apparent, nor had any histo- 
logical evidence of brain damage due to E.C.T. been adduced. 
Any subsequent impairment of cerebral function disappeared 
within three months at the most. When this did not prove 
so, i’ was because of the underlying condition—for instance, 
the natural progression of a dementia or other brain disease 
—and was not due to the E.C.T. Further, no one had seen 
any permanent orthopaedic or neurological sequelae from 
vertebral crush fractures sustained as a result of convulsion 
therapy. 

The panel then considered the prognosis to-day for the 
alcoholic. It was agreed that the outlook had been greatly 
improved since the introduction of definitive treatment. 
Aversion treatment was more helpful than disulfiram, and 
the assistance offered by Alcoholics Anonymous was to 
be commended. The difficulties lay first in persuading the 
patient to enter hospital for treatment, and later, after dis- 
charge, in saving him from his friends. Social factors were 
important in determining whether a cure would be obtained. 


Tranquillizers 


A major portion of the time available was devoted to an 
assessment of the value of tranquillizers. There was general 
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agreement that a final judgment must await the outcome of 
elaborate large-scale controlled clinical trials. The attitude 
of mind which favoured every new remedy on the grounds 
that “we might as well treat as many patients as possible 
while the cure still lasts" was deprecated. Chlorpromazine 
should be used cautiously, if at all, on out-patients, and it 
was unfortunate that so many patients were already taking 
the drug when first seen by the psychiatrist. It reduced the 
“intake” from the patient's environment, and by putting 
him off guard might render him accident prone. Inside 
hospital it was useful and might help the paranoic schizo- 
phrenic. Reserpine should not be continued for more than 
a few months, even for hypertension. Its prolonged use was 
apt to be followed by sudden depression with suicidal 
tendencies, and this depression did not disappear auto- 
matically with withdrawal of the drug. 

Finally the conference took stock of the present position 
of insulin-shock therapy for schizophrenics in mental hos- 
pitals. Again there was unanimity among the panel and 
on the floor that every early case of schizophrenia should 
be given such treatment, preferably in the first year of the 
disease, when about 60% were likely to respond. It was 
added, however, that for the best results insulin therapy 
must be followed by personal supportive treatment, and it 
was in this respect that the general practitioner could do 
so much to rehabilitate the patient. 


THE SECTIONS 


SECTION OF MEDICINE 
Tuesday, July 10 


Modern Views on Nephritis 

With the president, Dr. W. A. Bourne (Brighton), in the 
chair, Dr. M. D. MiLne (London) gave a stimulating address 
on modern views on nephritis, with special reference to the 
nephrotic syndrome. The nephrotic syndrome could arise 
from various systemic diseases affecting the glomeruli in 
addition to primary glomerulonephritis. These included 
diabetic glomerulosclerosis, renal amyloidosis, and dis- 
seminated lupus erythematosus. Various drugs might pro- 
duce the nephrotic syndrome, notably inorganic mercury 
salts and troxidone. It might also occur from throm- 
bosis of the renal veins, a condition which was more fre- 
quent than previously thought. The obstruction might 
involve the vena cava itself or the main renal veins. Renal 
vein thrombosis should be suspected if visible anastomotic 
venous channels appeared on the abdomen or if unexplained 
pulmonary embolism occurred. The diagnosis could be 
made by means of venography with a radio-opaque medium, 
which would demonstrate the venous occlusion and its site. 
Renal biopsy was less helpful because the histopathology 
resembled that of primary glomerulonephritis. It was use- 
ful to make an exact diagnosis because the prognosis of the 
nephrotic syndrome due to renal vein thrombosis was good, 
and complete recovery commonly followed the develop- 
ment of an adequate collateral circulation : by contrast, the 
outlook in the nephrotic syndrome due to primary glomerulo- 
nevhritis was generally poor. 

Percutaneous renal biopsy played an invaluable part in the 
early diagnosis of some of the other causes of the nephrotic 
syndrome. Dr. Milne took as an example amyloid disease 
of the kidney, which could be demonstrated with surety by 
the study of biopsy specimens. When the diagnosis of 
renal amyloidosis was made early, treatment of the primary 
disease which gave rise to the amyloidosis might bring 
about regression. Renal biopsy had now been extensively 
used without fatality, and was inter alia the most sensitive 
method for determining the responsible pathogen‘c organisms 
in chronic pyelonephritis. 


Treatment of Chronic Renal Oedema 


Dr. J. B. RENNIE (Glasgow) discussed the treatment of 
chronic renal oedema, which he defined as a persistent 
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oedema associated with gross proteinuria and consequent 
hypoalbuminaemia. The customary low-salt and high- 
protein diet seldom produced diuresis. To supplement salt 
restriction a cation-exchange resin could be used, but the 
possibility of setting up severe disturbances with it had to 
be kept in mind. Mersalyl, used in conjunction with 
ammonium chloride, was the only diuretic of real value, but 
it did not work in every patient. With dextran satisfactory 
diuresis was usually obtained, but allergic reactions could 
occur. Corticotrophin and cortisone produced diuresis in 
a proportion of cases, and more recently prednisolone had 
been reported as even more effective. With these hormones 
apparent cure had been claimed. Dr. Rennie said he had 
not been so fortunate ; it still seemed to him that treatment 
was solely palliative and that one or other method of dissi- 
pating oedema had to be tried many times during the ill- 
ness. When other measures failed, Southey’s tubes could be 
used. Dr. Rennie had had 4 out of 56 patients with chronic 
renal oedema who had recovered completely, all being chil- 
dren under the age of 12 years. None had received hormone 
treatment. 


Diagnosis of Jaundice 


Dr. G. E. Beaumont (London), in a speech enlivened by 
caustic wit, said that the physician was frequently called to 
a patient with jaundice and was required to give an opinion 
on the diagnosis and whether surgical treatment was re- 
quired. It was convenient to regard jaundice as falling into 
three main groups—hepatic (when there was parenchymatous 
disease of the liver), haemolytic, and post-hepatic or obstruc- 
tive. Most of the post-hepatic cases demanded surgical 
treatment, such as for gallstones impacted in the common 
duct and carcinoma of the head of the pancreas. However, 
he was heretical and believed that a true catarrhal jaundice 
existed which gave rise to obstructive jaundice and was 
separate from infective hepatitis. One of his reasons for 
this belief was that he had had the disease himself. 
Dr. Beaumont mentioned the main clinical features deter- 
mining diagnosis and treatment. The mode of omset was 
very helpful, as patients with infective hepatitis commonly 
had some days of fever and general malaise before the 
onset of dark urine or jaundice. The occurrence of defi- 
nite pain was more in favour of an obstructive cause. The 
duration of the jaundice influenced management, for if it 
persisted for more than three months a laparotomy should 
be performed. The colour of the motions should always be 
observed—but frequently was not. Liver-function tests were 
not usually very helpful, but he had them carried out to 
keep his biochemical colleagues in a job. “Clinical acumen 
is worth a battery of liver-function tests.” 


Management of Cirrhosis of the Liver 


Dr. SHema SHERLOCK (London) gave a masterly summary 
of the treatment of cirrhosis. No cure existed, and modern 
advances had been concerned with the treatment of compli- 
cations and with the prevention and treatment of hepatic 
coma and pre-coma. Two complications requiring treat- 
ment were bleeding from oesophageal varices and ascites. 
The immediate treatment of haematemesis in this condition 
relied upon the use of the Sengstaken inflatable oesophageal 
tube to check the bleeding, together with normal general 
medical measures such as blood transfusion. Following 
recovery from the bleed certain carefully selected patients 
could be treated with benefit by portacaval anastomosis. 
Ascites was no longer treated by, repeated paracenteses 
but by rigid restriction of salt intake supplemented by 
mercurial diuretics. A minimum of two months’ in-patient 
treatment in a first-class hospital was necessary to institute 
this regime successfully, but thereafter it could be carried 
out at home. 

Hepatic coma was due to nitrogenous intoxication. Before 
frank coma appeared there might be neurological and mental 
signs, such as confusion and “ flapping tremor.” Hepatic 


coma and pre-coma were both treated by sharply restricting 
the intake of proteins while giving ample calories in the 
form of carbohydrates. 
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Dr. Sherlock then showed a film to illustrate the mental 
and neurological features of hepatic pre-coma. 


Modern Concepts of Anaemia 


Professor L. J. Writs (Oxford) said that advances in 
haematology have been partly technical and partly con- 
ceptual, with constant interplay between theory and prac- 
tice. Thirty years ago the study of haematology was 
founded almost entirely on the microscope. This aspect 
had been extended by the development of phase-contrast 
and electron-microscopy and by more ready resort to biopsy 
material for study, but it had not created any major evolu- 
tion in haematology. The discovery of the blood groups was 
the first revolutionary change, not only by making blood 
transfusion a safe procedure but by revealing the nature of 
haemolytic disease of the newborn. Ashby had conceived 
the ingenious idea of using a transfusion of compatible 
blood of a different group from that of the recipient to 
study the survival of the red blood cell. Her method 
remained the standard method of reference, although 
recently red blood cells had been tagged with radioactive 
chromium and similar estimations made with much greater 
ease. However, the major revolution in haematology sprang 
from the work of Whipple on the value of protein diets in 
the regeneration of blood, which led to Minot and Murphy 
introducing the treatment of pernicious anaemia with liver. 
Thence sprang up the idea of a group of anaemias which 
were essentially due to nutritional deficiency. The most 
important examples were the hypochromic anaemia of iron 
deficiency and the anaemia of vitamin-By or folic-acid 
deficiency. Both vitamin By and folic acid would correct 
the megaloblastic anaemia of pernicious anaemia, but folic 
acid had no beneficial action on the neurological compli- 
cations. 

At the end of his speech Professor Witts returned to his 
opening remarks on the interplay between theory and prac- 
tice. Following a temporary decline after the introduction 
of liver therapy in the death rate from pernicious anaemia, 
this had remained steady until the early 1940's, when it 
began a steady decline. This decline preceded not only 
the discovery of vitamin By and of folic acid but also the 
introduction of the National Health Service. The speaker's 
view was that it was the growth of clinical pathological 
laboratories during the war which made it possible to 
apply our new knowledge to much larger numbers of 
patients. 


Treatment of Chronic Leukaemia 


Dr. R. A. Hickiinc (London) said that the treatment of 
chronic leukaemia was at present purely symptomatic, and 
that therefore careful assessment of symptoms was an essen- 
tial prerequisite of treatment. In patients with slight symp- 
toms no treatment was necessary until they became more 
severe. However, symptoms were commonly well marked 
at the time that a « iagnosis of chronic leukaemia was made 
and therefore treatment was called for. The usual symp- 
toms were abdominal discomfort due to splenomegaly, great 
enlargement of lymphatic nodes, severe fatigue, anaemia, 
bleeding from mucous membranes, abnormal bruising, fever, 
sweating, or loss of weight. In typical cases of chronic 
leukaemia with a large number of circulating leucocytes 
excellent relief was given by chemotherapeutic agents. For 
chronic myeloid leukaemia “ myleran” (busulphan) can be 
taken by mouth. An alternative was “colcemid” (deme- 
colcine), a derivative of colchicine, In chronic lymphatic 
leukaemia, intravenous nitrogen mustard was a useful treat- 
ment, Deep x-ray therapy should be reserved until chemo- 
therapy was ceasing to have any beneficial effect. 


Iron-deficiency Anaemia 


Dr. W. M. Davipson (London) said that 1% of all new 
patients attending King’s College Hospital suffered from 
iron-deficiency anaemia with a haemoglobin value below 
60%. The body normally contained about 5 g. of iron, 
divided between the red blood cells, other systems of the 
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body, and the iron stores in the reticulo-endothelial sys- 
tem. The body conserved iron carefully, but the reserves 
were not large, and were easily depleted if the intake of 
iron was low or if abnormal amounts were lost, as for 
example through menorrhagia. Once the iron stores were 
much reduced it took only a small additional drain for 
frank anaemia to occur. Most patients with iron-deficiency 
anaemia responded satisfactorily to iron preparations given 
orally, but some required to be treated with parenteral 
injections. In that case the amount of iron given should 
be that calculated to restore the haemoglobin to normal 
and to replenish the iron stores of the body. 


Wednesday, July 11 


Management of Asthma 

With Dr. Gitapys M. Waucnopre (Brighton), a vice-president, 
in the chair, Dr. R. S. Bruce Pearson (London) opened a 
discussion on the management of asthma. He said that 
three main causes operated singly or in combination to pro- 
duce an asthmatic attack in a predisposed person—namely, 
allergic factors, infection, and emotional disturbance. 
Allergens should be eliminated so far as possible and de- 
sensitization reserved for severe cases. Pulmonary infection 
should be treated early with the appropriate antibiotic. In- 
fection of the nasal sinuses might also require treatment. 
Emotional factors were often present in chronic cases and 
should be sought. 

Symptomatic remedies were used when the main precipi- 
tating factors had been dealt with. In mild cases, inhala- 
tions gave relief and were harmless. Breathing exercises 
were valuable. The use of adrenaline, aminophylline, and 
other bronchodilator drugs was well established. More 
recently, cortisone and corticotrophin had been used, and 
they represented the greatest advance in treatment since the 
introduction of adrenaline. However, their action was 
purely symptomatic, and side-effects were likely to occur if 
they were used for longer than very short periods. The 
main uses of corticoid therapy in asthma were to treat severe 
status athmaticus, to prevent status asthmaticus when it 
threatened to occur, and as long-continued treatment in 
some severe, chronic cases. There were numerous contra- 
indications to the use of corticoid therapy in asthma, such as 
the coexistence of tuberculosis, peptic ulcer, heart failure, 
diabetes mellitus, hypertension, and nephritis. 


Treatment of Asthmatic Attack 


Dr. D. A. WituiaMs (Cardiff) said that an acute attack of 
asthma might vary in severity from a mild attack easily 
controlled by simple symptomatic therapy to the highly 
dangerous condition of status asthmaticus. For a mild 
attack one of the many inhalants such as adrenalin. et 
atropin. co. (N.F.) or isopren. sulph. co. (N.F.) was an 
effective and safe form of treatment. Ephedrine by mouth 
was also useful for treating mild attacks in younger people, 
but in the elderly oral aminophylline was better. 
Antihistamine drugs were of littie use. For more severe 
attacks isoprenaline tablets or subcutaneous adrenaline were 
the drugs of first choice. In status asthmaticus, when 
ordinary doses of adrenaline failed, the practice of giving 
additional adrenaline at the rate of 1 minim (0.06 ml.) per 
minute was often successful. Intravenous aminophylline 
often succeeded when adrenaline failed. Cortisone, cortico- 
trophin, and related compounds were a major advance in 
the symptomatic treatment of asthma, especially for the 
treatment of status asthmaticus and in severe chronic asthma 
resistant to other forms of therapy. The contraindications to 
corticoid therapy should not be forgotten. A suitable dose 
for status asthmaticus was 300 mg. in divided doses on the 
first day, 200 mg. on the second, and 100 mg. on the third 
and subsequent days for a period of 7-10 days. Cortico- 
trophin was most conveniently given in the form of the 
long-acting A.C.T.H. gel by intramuscular injection, the 
usual dose being 80 units on each of the first four days, 
followed by gradual reduction over the next few days. Im- 
proved symptomatic therapy had reduced the importance of 
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sedatives. Paraldehyde was a safe and effective hypnotic 
for severe cases, Neither morphine nor pethidine should 
be used, both because they were drugs of addiction and be- 
cause they might cause respiratory depression and death. 


Psychological Approach to Asthma 


Dr. D. O. New (London) said that emotional excitation 
could provoke an asthmatic attack, The three types of 
emotional excitation most commonly concerned were 
anxiety, resentment, and feelings of guilt. Secondly, the 
illness often began when the patient’s emotional atmosphere 
was highly charged. Thirdly, when the asthmatic attacks 
were linked to emotional tension, it might be possible to 
modify either the circumstances of the patient’s life or his 
reaction to them, so that the attacks diminished or disap- 
peared. It was easier to achieve this with children than 
with adults. One of the most satisfying things in medicine 
was to see asthmatic attacks in an only child subside as the 
child grew less anxious and the mother learnt to handle him 
(and her own reactions) differently. 


Recent Advances in Therapeutics 


Dr. A. H. DoutHwarte (London) discussed some thera- 
peutic advances in three common conditions—barbiturate 
poisoning, hypertension, and duodenal ulceration. Addic- 
tion to barbiturates had become alarmingly common, and the 
rise of barbiturate poisoning proceeded pari passu, for these 
drugs had now become the favourite agent for suicide. A 
new antidote was bemegride (“ megimide”), whose mole- 
cular structure was similar to that of the barbiturates. It 
was given intravenously in doses of 50 mg. repeated every 
five minutes until the patient was only lightly comatose. 
Use of the drug to bring about full consciousness was likely 
to induce vomiting, twitching, and convulsions. There was 
now a reaction against routine gastric lavage in barbiturate 
poisoning, for most of the drug had left the stomach before 
coma ensued and many deaths had been caused by the in- 
halation “of gastric washings by comatose patients. 

The most important advances in the treatment of hyper- 
tension had been the discarding of surgical procedures such 
as sympathectomy and the development of various hypo- 
tensive drugs. The most powerful hypotensive drugs acted 
as ganglion-blocking agents. Hexamethonium salts had 
generally been superseded by pentolinium tartrate (“ anso- 
lysen”). The latest gangiion-blocking drug was “ ecolid,” 
which was more powerful and prolonged in its action than 
earlier agents. The ganglion-blocking agents were effective 
in smaller doses if they were combined with other hypo- 
tensive agents such as reserpine and hydrallazine. 

In connexion with the control of gastric acidity in duo- 
denal ulcer, the speaker described the action of alkalis in- 
corporated in tablets which were slowly sucked, such as 
“nulacin” tablets. More recently aluminium glycinate had 
been used as the basis of a tablet to be sucked (“ rodexin ”). 
The control of night secretion was a separate problem, and 
the speaker described the effect of oral mersalyl in sup- 
pressing gastric secretion, a method he had recently been 
using. 


Analgesic Drugs 

Professor STANLEY ALSTEAD (Glasgow) defined analgesics, 
and pointed out that their use represented merely one part 
of a much bigger subject, the relief of pain. He said that 
the cynic might classify analgesics into two groups: (a) drugs 
which were very effective but which should not be used; 
(6) drugs which might be used though they were not very 
effective. The critical practitioner’s approach to the sub- 
ject was naturally empirical but was none the less valuable, 
and was indeed complementary to the brilliant contribution 
of the chemist and the pharmacologist. The speaker 
then commented briefly on analgesics grouped on a clinical 
basis of potency—“ the incomparable morphine ” at one end 
of the scale and “the humble aspirin” at the other. In 
the intermediate group were several fairly powerful anal- 
gesics which had mostly fallen into disuse because of their 
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toxicity—acetanilide, phenacetin, phenazone, and amido- 
pyrine. Special reference was made to N-acetyl p-amino- 
phenol ; under its trade name of “ panadol” it was a fairly 
recent innovation, but it could claim ancient lineage be- 
cause of its relationship to acetanilide and phenacetin. 
Professor Alstead included pethidine in his intermediate 
group and discussed its merits and its limitations. Among 
special techniques for enhancing the potency of analgesics 
the speaker referred to the intravenous injection of small 
doses of morphine, and also to the combination of morphine 
and chlorpromazine when long-continued use was necessary. 


Use of Drugs in Neurosis 


Dr. DESMOND CuRRAN (London) said that, while the treat- 
ment of the psychoses was a job for the psychiatrist, every 
practising doctor dealt with patients who suffered from 
insomnia, tension, anxiety, mild depression, or anorexia. 
Judicious use of the many drugs now available was a great 
aid in treating such complaints, although the physician 
might be confused by the plethora of drugs now being re- 
leased on the market, often without adequate clinical trials. 
Three classes of drugs were involved—hypnotics, sedatives 
(or “tranquillizers” in modern jargon), and stimulants. 
With respect to hypnotics, the speaker's preference was for 
barbiturates, pentobarbitone for short action and amylo- 
barbitone sodium for longer action. As a tranquillizer, 
amylobarbitone sodium was effective, safe, and cheap. Chlor- 
promazine and reserpine had achieved notoriety in recent 
years, but though of proved worth in psychotic illness their 
value in neurosis was not proved. Various new drugs were 
available. Stimulating drugs were chiefly used in mild de- 
pression, when the patient noticed exhaustion and fatigue. 
The physician must first distinguish between endogenous 
depression (best treated by electric convulsion therapy) and 
reactive depression following social or domestic stress, in 
which amphetamine and its derivatives were of great value. 
To counteract the insomnia and irritability which might 
occur with these compounds, they were often combined 
with a sedative drug. 


Illness as a Hobby 


Dr. RICHARD ASHER (London) entertained the section with 
a discourse at once wise and witty on “ Illness as a Hobby.” 
Most people had a hobby of some kind, he said, and some 
of them chose illness. The devotees of this hobby could 
be classified into three main groups. First came “the 
genuine student,” who, without being neurotic, took a keen 
interest in his illness and developed an extensive knowledge 
of x rays, blood tests, etc. When the illness was going well 
it was a harmless enough hobby, but there was always a 
risk of the devotee becoming hypochondriacal in the pro- 
cess. Secondly, there was the chronic hypochondriac, who 
might be one of several varieties. The rich hypochondriac 
travelled about Europe, going from one consultant to the 
next, and thus could be regarded as the “ grand tour” type. 
Such women were usually married to rich but inattentive 
husbands who supplied them with money for their hobby 
as a substitute for affection. They were fond of discussing 
with their friends the virtues and failings of the various 
consultants they had seen, much as they would argue over 
the merits of rival tailors or hairdressers. The poor hypo- 
chondriac, precluded from extensive travelling, became the 
“perpetual out-patient,” of which every hospital had its 
quota. Discharged from one department, they lost no time 
in appearing at another, and thus acquired a collection of 
documents rivalling that of their rich sisters, though written 
on less luxurious paper. Another variety was the chronic 
convalescent, the man who had had a long-standing organic 
illness and could not bear to give it up and thus abandon 
the sympathtic inquiries of his friends and the security of 
his medical régime. The third main group included the 
sufferers from chronic autogenous disease, among which we 
might recognize anorexia nervosa and Munchausen’s syn- 
drome. The speaker concluded : “To make a hobby of 
one’s own illness is always a mistake, whereas to make a 


hobby of studying other people’s illnesses is an enthralling 
pursuit and the purpose of this annual meeting.” 


Placebos 


Professor E. J. Wayne (Glasgow) contributed a valuable 
paper on placebos. He said that for a long time little 
interest had been taken in the action of placebos, but 
numerous clinical trials employing inert “dummy” pre- 
parations in order to make the trial a “blind” one had 
incidentally revealed that the placebo itself could exert 
powerful therapeutic effects. He gave several examples of how 
chemically inert substances had been shown to bring about 
both subjective and objective improvement in a consider- 
able proportion of patients, For example, he had person- 
ally conducted a controlled trial of the treatment of asthma 
by a protein derivative which was compared with saline 
injections. There was no difference between the two forms 
of treatment, but, more important in the present context, 
a considerable proportion of the subjects were improved by 
the inert therapy. An even more striking example of the 
power of placebos was the finding by other workers in a 
blind controlled trial of mephenesin that, not only did the 
same number of patients show improvement in the treated 
and control groups, but three control cases developed 
complications in the form of dermatitis medicamentosa, 
urticaria, and severe diarrhoea. 

The question arose whether it was wise to use placebos 
deliberately, with the physician realizing that he was making 
use of suggestion as the therapeutic agent proper. Some 
had condemned this practice, like the person who said that 
“the placebo is a form of deceit, initially of the patient, 
ultimately of the doctor.” The speaker himself thought 
that placebos should be used. “When a physician is in 
doubt about whether a medicine is going to act through 
physical or psychological mechanisms, he should use a 
simple, cheap, and relatively inert preparation. If he does 
not achieve the desired effect he can then try the effect 
of more potent preparations.” 


Epidemic at Royal Free Hospital 

Dr. N. D. Compston (London) described an outbreak of 
an epidemic illness which affected more than 300 of the 
staff of the Royal Free Hospital group. The clinical features 
resembled those described in epidemics in Iceland and else- 
where since 1948 of an illness now named benign myalgic 
encephalomyelitis. The earliest symptoms were malaise and 
headache, with depression. Within a week there supervened 
severe pain in the neck, back, or limbs, and dizziness. In 
some cases the illness proceeded no further, but in the 
majority neurological symptoms appeared together with 
intensification of the earlier symptoms. The neurological 
manifestations were cerebral irritation, with photophobia 
and neck rigidity, hypersomnia, nightmares, panic states, 
and uncontrollable weeping. Blurred vision due to intrinsic 
ocular palsy was sometimes found. Pupils were often 
unequal and reacted poorly to light and accommodation. 
Various extrinsic ocular palsies were met with and lateral 
nystagmus was frequent. Other cranial nerve palsies were 
fairly frequent. Vertigo sometimes became severe and was 
at times associated with nerve deafness. The limbs and 
trunk were usually involved in the patients with central 
nervous signs. Both motor and sensory disorders occurred. 
The course varied. Without neurological involvement, 
recovery was complete in one month, although recrudescence 
might occur. The more severe cases required hospital treat- 
ment for some months, and a few patients were still disabled 
after nearly a year although recovery was proceeding. No 
specific treatment had been found of value. Premature 
activity should be avoided because of the danger that relapse 
might be provoked. The diagnosis had to be made on clini- 
cal evidence. The cerebrospinal fluid was uniformly normal 
and no other laboratory tests had been found helpful. Exten- 
sive virus studies in different laboratories had so far proved 
entirely negative. and it seemed as though the infection was 
not due to any known virus. 
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Renal Calculi 


With the president, Mr. G. W. Beresrorp (Brighton), in the 
chair, Professor F. T. G. Pruntry (London) opened a discus- 
sion on the development of renal calculi. He said that 
research in recent years had been directed along two main 
lines—firstly, a study of changes in the renal parenchyma, 
and, secondly, an investigation into changes in the composi- 
tion of the urine. Changes in the kidney could be considered 
under three headings. (1) There was the work of Randall 
showing the development of connexions in the renal papillae, 
which later eroded through the surface of the papillary 
epithelium. (2) Radiological studies had shown that linear 
shadows could be demonstrated lying parallel to the vessels 
and possibly related to the lymphatics. (3) Physico-chemical 
studies of the “ground-substance” of the kidney had 
revealed its capacity to be the site of changes with deposi- 
tion of calcium outside the basement membrane of the 
tubules. This calcium later ulcerated through into the 
tubules. Study of urine composition had been of special 
interest with respect to the glucuronisides, which increased 
the solubility of calcium as complexes. A mucoprotein had 
been prepared from the colloid components of the urine 
which could depolymerize and combine with calcium. This 
property would explain the lamellar structure characteristic 
of phosphate stones. 

Turning to nephrocalcinosis, Professor Prunty listed the 
four main causes as hyperparathyroidism, hyperchloraemic 
acidosis, chronic pyelonephritis, and sarcoidosis. It was 
occasionally seen in normal kidneys and could be unilateral. 
Photomicrographs showed that the calcium was deposited 
in the basement membrane and not in the tubules when 
the condition was produced experimentally, as in giving 
parathormone to rats. Formation of stones in the urinary 
tract followed epithelium or urinary changes. There was 
no evidence that vitamin A was an aetiological factor in 
patients on an ordinary diet. As regards urine stasis, hyper- 
calcaemia, changes in the colloid, and complex ion formation 
could all play a part. Boyce had shown that mucoprotein 
was increased in secretion both by infection and by 
parathormone, and finally E.D.T.A. might release calcium 
and precipitate it. In closing, Professor Prunty stressed that 
there was no proportional relationship between the intake 
of calcium and its output in the urine. With a low calcium 
intake the urinary excretion fell to disproportionately low 
levels except in the presence of hyperparathyroidism. This 
might be of value diagnostically. 

Mr. L. N. Pyran (Leeds) reviewed his experience of 600 
patients with stone. Of these cases, 5% were due to recum- 
bency, and he stressed the importance of regularly moving 
bed-patients, especially in the early weeks of their immobili- 
zation, when calcium excretion was at its highest. Prolonged 
treatment of peptic ulcer had led to more calculus formation 
than was realized. This was in part due to pyloric stenosis 
with its attendant hypochloraemic alkalosis, in part to 
absorbed alkali, and in part to the inordinate use of milk 
in the diet. Excess of vitamin D could also be an aetio- 
logical factor. In turning to the treatment of urinary stone, 
Mr. Pyrah paid special attention to the incidence of hyper- 
parathyroid tumours and the various problems they pre- 
sented in diagnosis. Biochemical tests were helpful in 
diagnosis, and the reproducibility of serum calcium estima- 
tions was all-important. In closing, the speaker described the 
use of partial nephrectomy for excision of that segment of 
the kidney containing the calix and its stone. 

Mr. F. E. Ferpen (Brighton) raised the question of why 
renal stone was to-day so much less common than formerly. 
and asked if it could be related to the improved standard 
of living. In addition, stone which used to be commoner 
in children than adults now appeared to affect those age 
groups in the reverse way. Mr. H. S. C. Crarke (Luton) 
referred to the work of Carr and declared that the best 
protection against stone formation was still forced diuresis. 


He wondered if hard water was a factor in the aetiology 
of stone, since Dent had pointed out that some people are 
able to absorb more calcium than normal from the gut. He 
also endorsed Mr. Pyrah’s plea for partial nephrectomy, as it 
was logical to remove with the stone that part of the kidney 
which had produced it. 


Conservative Resection of Rectum 


Mr. W. R. Forrester-Woop (Brighton) opened a discus- 
sion on the place of conservative resection in carcinoma of 
the rectum by first defining his terms of reference. Although 
it was customary to restore continuity of bowel after re- 
section of a malignant tumour in sigmoid or pelvic colon, 
carcinoma in the distal rectum necessitated complete ablation 
and the formation of a colostomy. He was concerned with 
the choice of operative procedure between these two ex- 
tremes in growths considered to be operable. He reviewed 
with great clarity previous surgical endeavours to preserve 
faecal continence and concluded that at least 8 cm. of ano- 
rectal canal must be left. He referred to Dukes’s work, 
which revealed a direct downward spread of carcinoma in 
some 4% of cases. The measurement of distances in this 
part of the bowel with any accuracy was difficult, but relating 
the level of the tumour to the peritoneal reflection, which 
corresponded to the third right valve of Houston, was the 
best guide for the pathologist. The anatomy and embryo- 
logy led logically to the acceptance of Wood-Jones’s idea 
of two morphologically distinct portions of the rectum, and 
Villemin had coined very suitable names for these two parts 
— le rectum colique ” and “ le rectum bas.” The lymphatic 
drainage of these two areas was also quite different, the 
lower draining laterally and downwards as well as upwards. 

The application of these facts to the practical problem 
of excising a carcinoma of the rectum led Mr. Forrester- 
Wood to reserve the conservative operation for those 
tumours situated above the peritoneal reflection, always 
remembering that there was the possibility of a recurrence 
at the suture line and that the spilling of malignant cells 
might give rise to a local recurrence. In all other patients 
he preferred the abdomino-perineal resection with its more 
radical clearance of surrounding tissues. 

Mr. E. G. Muir (London) said it was a pity that the title 
of the discussion was “ conservative resection”; he would 
have preferred “ radical restorative resection,” for that was 
what he hoped the operation was. He agreed with the 
previous speaker that anterior resection should be reserved 
for the high rectal growth—that is, one above the peritoneal 
reflection—but he would add that it must also be an early 
growth and also one not of high malignancy. The reason 
for restricting it to early and low-grade malignant tumours 
was that local recurrence might occur before the patient died 
of distant metastases. He did not consider it a good pallia- 
tive operation in the presence of metastases unless the growth 
was capable of clear excision. It was not suitable for 
young patients, for their growths were usually rapidly grow- 
ing and recurred quickly. For tumours in the upper rectum 
or recto-sigmoid, anterior resection offered just as radical 
excision of the involved tissues as an abdomino-perineal 
excision did lower down. The retention of bowel mucosa 
near the site of an excised tumour exposed the patient to 
the risk of developing a fresh growth, but by far the 
majority of recurrences occurred at the suture line. Evi- 
dence was now coming in that recurrence at the suture line 
was even more common in colonic surgery than in anterior 
resection of the rectum. Warren Cole gave the figures of 
16% and 10%, and the speaker quoted his own in support 
of this: 15 (8.4%) recurrences in 178 colonic resections and 
6 (7%) recurrences in 85 anterior resections. In conclusion 
Mr. Muir reiterated that anterior resection should be reserved 
for high growths of low malignancy in older patients, and he 
predicted that in 10 years’ time there would be a number of 
ancient but very satisfied customers. 

In the subsequent discussion Mr. Lawrence ABEL 
(London) pleaded for aggressive surgery. He removed all 
rectal growths by abdomino-perineal excision, and quoted 
Ernest Miles’s dictum : “The biggest possible operation at 
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the earliest possible date.” He considered most recurrences 
were in fact not recurrences but retained tumour cells which 
went on growing. Mr. G. E. Moroney (Oxford) thought 
that there was still a place for simple perineal excision, and 
to this Mr. Muir agreed. 

In summing up, Mr. JoHN Bruce (Edinburgh) pointed out 
that there were in fact not two opposing camps here, for 
both Mr. Forrester-Wood and Mr. Muir had agreed closely 
on the indications for conservative and for combined excision 
of the rectum. He felt that Ernest Miles’s concept of the 
spread of rectal cancer had not really been borne out by 
the findings, and that there was a useful place in the surgery 
of the rectum for anterior resection. 


Wednesday, July 11 


Aetiology and Treatment of Varicose Veins 


With the president of the section, Mr. G. W. BERESFORD 
(Brighton), in the chair, Mr. F. B. Cocxett (London) opened 
a discussion on the diagnosis and surgery of varicose veins 
and ulcers. He pointed out that the venous return from 
the legs was quite different in the horizontal and erect posi- 
tions. In a person in the horizontal position the blood 
returned from all the veins equally well, but when standing 
it was only by the muscular activity of the calf muscles 
within their investing fascia that sufficient pressure was gen- 
erated to return the blood. With diagrams he illustrated the 
systems of perforating veins which communicate between 
superficial and deep veins. There were only two long veins 
in this group, the great and short saphenous. There were 
many short perforating veins, the direct ones being few and 
large, but the indirect ones small, numerous, and mainly 
situated over the lower part of the thigh and more especially 
the leg. The valves which guarded the entry of perforating 
veins into the deeper vessels were the most important, for 
when they failed there was a high pressure leak back into 
the superficial venous system. 

The treatment of varicose veins was decided by the 
situation of these leaks. For incompetence of the great 
saphenous trunk it was necessary to carry out a flush 
sapheno-femoral ligation, strip the vein, and treat the per- 
forating veins just above the ankle. For the short saphenous 
vein a similar technique was adopted. For the perforators 
it was necessary to start treatment early, and this might be 
carried out along conservative or radical lines. Conser- 
vatively, the foot of the bed was raised and the patient wore 
elastic bandages. Surgical attack was made by an extra- 
fascial subcutaneous division of veins. When chronic, a 
subfascial approach was used. 

Dr. S. T. ANNING (Leeds) said that there were many factors 
about varicose veins of which little or nothing was known. 
There were the influences of the endocrine system and the 
various causes of venous hypertension. Venous hyper- 
tension was not seen in animals, because they had not 
developed an erect stance. Deep vein thrombosis might 
play a more important part in the aetiology than had been 
realized, and undoubtedly congenital arteriovenous shunts 
occurred. The essential weakness of the vein wall was in- 
herited as a dominant defect, and the speaker suggested that 
varicose veins might be regarded as a form of naevus. He 
agreed with Mr. Cockett’s anatomical findings but not with 
his physiological interpretation of them. 

Mr. R. B. Wricut (Glasgow) pointed out that it was in 
man alone that the saphenous vein joined the femoral at 
the root of the limb; in all other animals it passed up 
through the adductor canal. He was impressed by incom- 
petence of the valves in the larger veins—that is, iliac and 
high femoral—which transmitted to the leg veins the full 
pressure of the venous column. Many gravitational ulcers, 
as he preferred to call them, presented no superficial vari- 
cose veins, but many had had a deep vein thrombosis. He 
thought that many saphenous ligations were not well done, 
and this was shown by a positive Trendelenburg test after 
treatment. He treated his patients without admitting them 
and therefore could not use a stripper. He still favoured 
sclerosing solutions injected high up and in small volume, 


and did not feel this carried any risk of thrombosing the 
deeper veins. 

In the subsequent discussion Mr. HaroLpD Dopp (London) 
said that he had been responsible for 2,000 vein-stripping 
operations since January, 1952, and had tied the short per- 
forating branches at the ankle in some 500 of these. He 
was satisfied with the results, and failures were due to wrong 
diagnosis, wrongly carried out operation, or the develop- 
ment of new varicose veins, as for example those initiated 
during pregnancy. 

Mr. Dickson Wricut (London) said that varicose ulcers 
might recur after having been apparently healed for up to 
twenty years. He thought that the arteriovenous shunts 
seen in the leg were the normal anatomy. They occurred, 
like similar shunts in the stomach, and allowed greatly 
increased blood-flow under suitable conditions. He was 
sceptical of the value of dividing the short perforating veins 
above the ankle. 


Abdomino-thoracic Approach in Surgery 

With Mr. JouN HosForp (London) in the chair, Professor 
MitNes WALKER (Bristol) described the value of the 
thoraco-abdominal approach in surgery. It was only in 
quite recent years that the diaphragm had been freely 
divided, and this had been a natural sequel to safe exposure 
of the thoracic cavity. Credit must go to the Japanese 
surgeon Ohsawa, who by 1933 could report the results of 
exploring 101 cases of carcinoma of the oesophagus or 
upper end of the stomach by an incision which laid open 
thorax and abdomen. Professor Milnes Walker described 
the various ways of carrying out this approach, opening 
either chest or abdomen first, completing the exposure accord- 
ing to the findings. He himself employed this incision for 
carcinoma of the stomach, oesophageal varices, and porta- 
caval anastomosis. The latter had only really become pos- 
sible since 1950, thanks to this approach. He also said how 
useful it would be for repairing the common bile duct, since 
excellent exposure of this was obtained. The approach was 
occasionally valuable for a splenectomy where the organ was 
large and vascular, as in splenic vein thrombosis ; for spleno- 
renal anastomosis ; and for the removal of difficult adrenal 
tumours. It also allowed good access to certain aortic 
aneurysms. 

Any general surgeon, said Professor Milnes Walker, ought 
to be as much at home in the thorax as in the abdomen, 
and the training of a surgeon should include this procedure. 
Thoracic surgery had ceased to be a specialty in its own 
right, and the introduction of anti-tuberculous drugs had 
limited still further the ambit of the purely thoracic sur- 
geon. It was time administrators of the health service con- 
sidered how much longer there was a place for thoracic 
units now that this specialty, with its artificial anatomical 
boundaries, had completed its creative work. Mr. R. H. 
FRANKLIN (London) considered that the introduction of 
abdomino-thoracic incision had been one of the great revo- 
lutions in surgery. The oesophagus had been looked at by 
different specialists from above, from below, and from 
within, but none had obtained an over-all exposure until 
Ohsawa described his technique. He then went on to 
describe details for exposing the lower end of the oeso- 
phagus and upper end of the stomach, with coloured photo- 
graphs of an actual operation. He stressed that the prelim- 
inary approach should be thoracic and not abdominal, for 
the latter often gave the wrong impression that the lesion 
was inoperable. This was all the more unfortunate in that 
often a palliative operation was good treatment and it could 
only be decided that this should be done by thoracic 
inspection. 

The Burst Abdomen 

Mr. Harovp Park (Brighton) said that it was a doubtful 
honour to be invited to discuss this subject, but a burst 
abdomen was a surgical tragedy which had concerned sur- 
geons since the very inception of abdominal surgery. For 
many reasons it was a subject rarely discussed and often 
very conveniently forgotten. He reviewed cases of abdo- 
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minal surgery done in three general hospitals in the Brighton 
area over a five-year period, and in 10,166 abdominal opera- 
tions there were 140 bursts, or an incidence of 1.3%. When 
appendicectomies were excluded the figure was 2.1%, and 
this agreed with other reviews in the literature. Most bursts 
occurred about the fifth or sixth day, and upper abdominal 
incisions were more prone to rupture than lower ones. The 
mortality rate was 30%, and this, too, was similar to other 
workers’ series 

He distinguished between two varieties of wound disrup- 
tion. On the one hand there was the debilitated patient 
with a wound which never showed signs of healing and 
which gaped between the sutures. But it was more with 
the second type of case he was concerned, where a patient 
in good condition disrupted his wound after discharging 
sero-sanguineous fluid about the fifth or sixth day. Some 
of these were undoubtedly due to bad surgical technique, 
imperfect haemostasis, and poor closure of the peritoneum. 
Others appeared to be outside the surgeon’s control. None 
occurred in cases operated upon in nursing-homes, and the 
records did not show any significant correlation between 
anaemia or low serum proteins and the incidence of wound 
disrupture. The bursts occurred most commonly in the 
fifth, sixth, and seventh decades, and more than a third were 
in patients with malignant disease. The greatest incidence 
occurred in the winter months and might be linked to cough. 
45%, of those investigated showed wound infection. Catgut 
alone had been used in 72% of the bursts, and it was 
remarkable how no trace of catgut was found in many of 
the wounds at resuture. He questioned increased absorp- 
tion of catgut or allergy to it. An exciting factor was always 
increased abdominal pressure, usually due to cough, vomit- 
ing, and ileus. 

Mr. Setwyn Taytor (London) considered that a discus- 
sion concerned with mistakes was of much more value than 
one concerned with successes, and that this part of the 
programme should have started the day, not finished it. He 
had reviewed the figures at a teaching hospital and was 
surprised that there was an almost identical pattern of age. 
sex, day of disruption, and preponderance of bursts follow- 
ing elective rather than emergency surgery, as in Mr. Park’s 
series. Rather more of the wound disruptions followed 
operations by members of the senior staff, but probably 
many of these were completed by junior ones. Too much 
reliance should not be put on a study of other people's 
records. He agreed with Mr. Park that the burst abdomen 
was of two quite distinct kinds, and confined his remarks to 
those whose wounds disrupted for no obvious reason. The 
sero-sanguineous fluid, which could appear as early as 
twenty-four hours after operation, had never been thoroughly 
investigated, and he made a plea for a study of its bacterio- 
logy both aerobically and anaerobically. It did not appear 
to matter what type of suture material was used, since bursts 
had occurred where catgut, thread, silk, and steel wire had 
been used. He quoted the experimental work of Professor 
Sandblom, who had shown that where repeated wounds were 
made subsequent ones healed more swiftly. This might 
explain why a burst abdomen when resutured usually healed. 
In experimental wounds the introduction of antibiotics had 
improved the tensile strength, which suggested that asepsis 
was important. Finally he stated that he could find no 
record of a burst following a transverse abdominal wound, 
so that placing an incision was important if this complication 
was to be avoided. 

Mr. Hosrorp (London) stated that the nursing staff should 
be taught the importance of the appearance of sero- 
sanguineous fluid in a wound, and they should report it at 
first sight. Mr. Harotp Dopp (London) said that he always 
explored a wound as soon as such a discharge occurred. Mr. 
BERNARD WILLIAMS (Portsmouth) had never seen a burst 
following transverse incisions, but Mr. G. E. MoLoney 
(Oxford) had seen two occurring in patients who were 
jaundiced. Many others took part in the discussion, and 
it was apparent that there was no unanimity among those 
present either in the choice of material or in the technique 
for closing wounds. 
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SECTIONS OF OBSTETRICS AND GYNAECOLOGY 
AND CHILD HEALTH 


Tuesday, July 10 


Post-maturity 


The president of the Section of Obstetrics and Gynaeco- 
logy, Professor T. N. A. JerrcoaTe (Liverpool), took the 
chair for the opening of the joint session with the Section 
of Child Health. The first subject discussed was post- 
maturity. Mr. T. L. T. Lewis (London) remarked that 
true post-maturity not only meant prolongation of pregnancy 
beyond 40 weeks but also implied consequent placental 
inadequacy. With the foetus progressively deprived of its 
oxygen supply, it was in danger of dying from anoxia. 
Death in utero before labour was uncommon, but the 
contractions of labour suddenly reduced the oxygen supply 
still more. Slowing of the foetal heart and the passage of 
meconium might then be a warning of foetal distress, but 
death might be too sudden to allow delivery of a live baby. 
A few babies survived labour only to die soon after from 
the inhalation of liquor amnii during labour in response to 
hypoxia. Mr. Lewis said there were two kinds of evidence 
for belief in post-maturity. First, there was a significantly 
higher perinatal mortality when pregnancy was much pro- 
longed. Secondly, experimental work had shown that the 
percentage oxygen saturation of foetal blood decreased 
gradually up to term and rapidly thereafter. By the 43rd 
week of pregnancy there was only enough oxygen in the 
umbilical vein for the basal metabolic needs of the foetus 
and no reserve of oxygen for the foetus to use during the 
uterine contractions. There was also a greater proportion 
of long and difficult labours in post-mature cases, even after 
excluding disproportion and malpresentation. Mr. Lewis 
then discussed the diagnosis of post-maturity. Generally, the 
duration of pregnancy had to be estimated on the sum 
total of all clinical and radiological evidence. The greatest 
risk of post-maturity was in primigravidae over the age of 
25 who were at least one week overdue. 

Mr. JAMES WALKER (London) concerned himself with the 
management of prolonged pregnancy. He adduced figures 
to show that the perinatal mortality in deliveries after the 
4ist week could be greatly reduced by accepting three 
principles : that prolonged pregnancy plus another anoxia- 
producing factor (such as toxaemia) added to the foetal risk ; 
that meconium staining in a long labour was an indica- 
tion for caesarean section; and that difficult vaginal de- 
livery was to be avoided in the post-mature baby. He 
advocated routine induction of normal primigravidae of 
over 35 at the end of the 4Iist week of pregnancy. It had 
been suggested that the induction of labour after term was 
attended by more risks than profits. About 100 inductions 
would be required to save 5 babies, but he himself thought 
it was worth it. If induction produced scanty liquor, 
especially if it was thick meconium, there was much to 
be said for immediate elective section. If labour did not 
follow amniotomy an intravenous oxytocin drip might be 
started on the third or fourth day, and in the uncommon 
case in which this was also ineffective section should be 
seriously considered. 

Dr. T. E. Oppé (London) said that most post-mature babies 
showed no ill effects and were not readily distinguishable 
from infants born at term. From the point of view of 
the paediatrician, however, the baby might show signs 
of past or present anoxia, with difficulty in breathing, 
asphyxia, and signs of pulmonary aspiration. It might be 
dehydrated and wasted, but its alert expression, long nails, 
and absence of vernix distinguished it from the premature 
baby. Neonatal death in the post-mature baby was usually 
due to asphyxia or aspiration and less often to trauma or 
infection. Except for the prolongation of pregnancy seen 
sometimes in anencephaly, congenital malformations were 
not more common in post-mature infants. The paedia- 
trician’s concern. was limited to resuscitation, drainage of 
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bronchial aspirate, and care of the dry cracked skin. The 
baby was usually hungry and required full feeds for 
optimal growth. 

Mr. G. H. BaNncrort-LivincsTon (Belfast) described ex- 
perimental work on the level of oxygen in umbilical-vein 
blood of the infants of primigravidae delivered vaginally, 
with no evidence of foetal distress. This had failed to 
show any relationship between oxygen level and either 
maternal age or apparent maturity of the foetus. When foetal 
distress had been present it was nearly always in prolonged 
pregnancy, but again it had been impossible to correlate 
foetal distress with oxygen levels in umbilical-vein blood. 
He did not think that prolongation of pregnancy consti- 
tuted such an important problem, and it seemed unlikely 
that anoxia played the major part in post-maturity. The 
care of the individual patient was to be preferred to any 
method of mass induction at any given date. The passage 
of meconium, although not closely correlated with foetal 
anoxia, might indicate foetal embarrassment of a transient 
nature, but it was a neonatal rather than an obstetric 
problem. 

Dr. O. D. FisHer (Belfast) said that a study of the haemo- 
globin level in cord blood of babies of normal primi- 
gravidae had not shown any significant correlation between 
haemoglobin level and foetal age or maternal age. The 
lowering of the intrauterine oxygen level was not reflected 
in a rise in foetal haemoglobin level. Post-maturity of itself 
did not constitute a major paediatric problem, but the in- 
halation of meconium might produce a paediatric emer- 
gency. 

Others who participated in the discussion were: Mr. A. 
Perry (Dunedin, New Zealand), Dr. Beryt D. CoRNeER 
(Bristol), Dr. MarK S. FRASER (Aberdeen), Mr. R. M. Corset 
(Preston), Miss Mary K. Law tor (Brighton), and Dr. A. 
BARKER (Whitstable). 


Haemolytic Disease of the Newborn 


Mr. J. B. BramkLey (London), a vice-president of the 
Section of Obstetrics and Gynaecology, took the chair when 
Dr. D. C. A. Bevis (Manchester) opened the discussion on 
the rhesus factor and the management of haemolytic disease 
of the newborn. He said that the sensitized Rh-negative 
pregnant woman presented a difficult problem to the obstet- 
rician. There were no clinical signs in the antenatal period 
which enabled one to assess the foetal condition, yet it was 
the obstetrician’s duty to present to the paediatrician an 
infant as undamaged and yet as mature as possible. Dr. 
Bevis then reviewed the attempts that had been made to 
limit the effects of rhesus iso-immunization during the ante- 
natal period. The transfusion of the mother with Rh- 
negative blood, the injection of stronger antigens or of 
ethylene disulphonate, the administration of methionine, and 
the injection of extracts of Rh-positive blood (hapten) were 
all ineffective, while the use of cortisone might only increase 
the hazards to both mother and baby.‘ As regards the 
prognosis for the individual baby, the previous obstetric 
history of the mother was only sometimes helpful. Studies 
of changes in the titre of antibodies during the pregnancy 
were of doubtful prognostic value. He himself had thought 
that, as the affected baby was being subjected to haemolysis 
in utero, it was logical to look for evidence of the degree 
of this haemolysis antenatally by chemical analysis of liquor 
removed by abdominal paracentesis. Investigations in 41 
affected babies showed that the maximum amount of free 
iron in the liquor during pregnancy was proportionate to 
the cord haemoglobin concentration at birth. This method 
was useful, but did not forewarn of the possibility of kern- 
icterus in the individual case. The more anaemic the baby 
at birth the more likely it was to develop kernicterus, but 
kernicterus could occur even with a normal cord haemo- 
globin level. However, he had found that the concentrations 
of bilirubin and oxyhaemoglobin in the liquor gave a fairly 
accurate index of progngsis for the baby. The bilirubin 
concentration was high and the oxyhaemoglobin concentra- 
tion low in the case of babies which were anaemic or 
hydropic at birth. The babies that were potentially kern- 


icteric had high concentrations of both. In the absence of 
estimations of the liquor pigments a shrewd idea of the 
outlook could be obtained by similar examination of the 
cord blood. The maximum death rate for kernicterus, 
continued Dr. Bevis, was on the fourth day of life, and a 
replacement transfusion in the first 24 hours after birth 
could therefore be life-saving. He believed that these ex- 
aminations of liquer and cord blood would eliminate un- 
necessary replacement transfusions. Moreover, they might 
indicate in which individual cases it was advisable to induce 
premature labour. 


Exchange Transfusion 

Dr. P. L. Mo.Liison (London) discussed the indications 
and results of treatment of haemolytic disease by exchange 
transfusion. While anti-Rh immunization was about as 
common as ABO incompatibility, 60% of the infants born 
to immunized Rh-negative mothers required treatment, 
whereas treatment was only rarely required in ABO incom- 
patibility. Only 1% of Rh-negative mothers with Rh- 
positive husbands became immunized in the first pregnancy 
and about 10% in the second. Previously many women had 
been sensitized by blood transfusion or intramuscular injec- 
tion, but this was becoming much less common as blood 
typing improved. He was strongly of the opinion that 
estimation of cord haemoglobin and bilirubin concentration 
provided the most reliable indication of severity of the 
disease or the chance of developing kernicterus. Prematurity 
significantly reduced the chance of survival. It was very 
doubtful if spectroscopic examination of liquor was yet 
accurate enough to be used to decide severity or predict 
treatment. Two antibody tests—one early in pregnancy and 
one at 32-34 weeks—were required as a routine, and Dr. 
Mollison said he was shocked to discover, only a year ago, 
that only 50% of all women were so tested. The mother 
with Rh antibodies in her serum should be delivered in a 
hospital staffed and equipped to care for the infant. At 
delivery cord blood should be taken from all Rh-negative 
mothers. In his hospital, if the Coombs test was positive, 
all premature infants received exchange transfusion. The 
bilirubin level was recorded, and the aim was to prevent a 
rise to more than 20 mg. per 100 ml. Repeated exchange 
transfusion was done if necessary. The technique of ex- 
change transfusion had always required skill and care. In 
particular infants became ill if a greater volume of blood 
were injected into the circulation than was removed from it. 
Packed cells should be used rather than stored citrated blood. 


Kernicterus of Prematurity 


Dr. BERNARD M. Laurance (Derby) described the kern- 
icterus of prematurity. The premature infant was usually 
under 44 lb. (2 kg.) and on the fourth to fifth day became 
deeply jaundiced, went off his feeds, developed head re- 
traction, and sometimes had cyanotic attacks. At Derby 
two years ago six premature infants had died of kernicterus 
of prematurity soon after the dose of vitamin K analogue 
had been increased to 10 mg. three times a day for three 
days by intramuscular injection; thereafter the dose was 
reduced to 2 mg. as a single dose (and later to 1 mg.), and 
since then 250 premature infants had been admitted and 
there had not been a single death from kernicterus. There 
seemed no doubt that in the premature infant the injection 
of vitamin K was associated with a rise of serum bilirubin. 

The next speaker was Dr. A. C. ALLIson (Oxford), who 
described work -which showed that vitamin K analogues 
produced haemolysis in experimental animals deficient in 
vitamin E. Not all vitamin K analogues produced the same 
degree of haemolysis, but only small quantities of vitamin K 
substances were required to prevent or treat haemolytic 
disease—1 to 2 mg. as a single dose was sufficient. 

Dr. Beryt D. Corner (Bristol) supported the previous 
speakers, and said the changes in the kernicterus of pre- 
maturity and of haemolytic disease were identical. In the 
mature infant the bilirubin was maximal on the second day, 
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but in the premature not until the sixth day. Exchange 
transfusion was usually required when the circulating bili- 
rubin rose higher than 25 mg. per 100 ml. of blood. In 
Bristol for 24 years menaphthone dipotassium bisulphate 
vitamin K analogue had been used, and in 308 premature 
infants no significant difference in bilirubin levels could be 
detected between those who had received this vitamin K 
analogue and those who had no vitamin K. In that series 
there were no deaths from kernicterus. 

In the following discussion Dr. O. D. FisHer (Belfast) 
presented figures which he claimed suggested that premature 
induction of labour resulted in a smaller foetal loss than in 
the series allowed to proceed to spontaneous labour. In 
reply, Dr. MOLLISON pointed out the many difficulties of in- 
vestigations of that type, and stated that in his view the only 
method of pursuing clinical trials was one in which the 
cases were divided by true random selection. 


SECTION OF OBSTETRICS AND GYNAECOLOGY 
Wednesday, July 11 
Management of Hypertension in Pregnancy 


Mr. J. R. NicHOLsON-LaILey (Taunton), a vice-president of 
the Section, occupied the chair when Professor R. J. KELLAR 
(Edinburgh) opened the discussion on the management of 
hypertension in pregnancy. Professor Kellar said that about 
10% of all pregnant women developed a degree of hyper- 
tension during pregnancy—that is, a blood pressure of more 
than 140/90 mm. Hg. The pregnancy toxaemias still caused 
an appreciable number of maternal deaths and a high pro- 
portion of the perinatal foetal mortality. Control of the 
hypertension was more effective in improving the prognosis 
for the mother than for the baby. 

The most important discovery in recent years had been 
that pre-eclampsia was associated with a diminution of the 
blood supply to the placenta. This caused impaired transfer 
of nutrients and oxygen to the foetus and diminished the 
steroid function of the placenta. The first object of treat- 
ment was to prevent the mother developing eclampsia, and 
this could nearly always be done. Secondly, it was desir- 
able to improve the placental blood flow in the interests of 
the foetus, but this was less easily achieved because the 
changes in the placental vessels might be irreversible, 
especially if the toxaemia was of long standing. Even the 
milder cases of toxaemia were best admitted to hospital for 
rest, sedation, and observation, because the course of the 
disease was unpredictable. Reserpine was a useful drug if 
the hypertension continued despite these measures, but had 
to be employed with caution. It was more apposite to cases 
of essential hypertension than to simple pre-eclamptics. The 
patient with severe or imminent pre-eclampsia constituted 
an obstetric emergency. Termination of the pregnancy was 
generally required within a few days no matter what treat- 
ment was given, but hypotensive drugs could be used to 
control the blood pressure and thus prevent the onset of 
convulsions. 

Mr. E. W. L. THompson (Dublin) said it was important 
to establish early in pregnancy the individual patient's basic 
blood pressure. If it were high it did not necessarily por- 
tend a complicated pregnancy or labour, but it did call for 
special care and supervision by the obstetrician. There were 
four types of hypertension in pregnancy—pure pre-eclampsia 
(foetal loss 5%), essential hypertension (foetal loss 10%), 
essential hypertension with pre-eclampsia superadded (foetal 
loss 18%), and chronic nephritis. The first was commonest, 
the last was rarely seen, the middle two constituted about 
15% of cases of hypertension in pregnancy, and the third was 
most dangerous clinically. Mr. Thompson then described 
the management of these patients, stressing the traditional 
measures of rest, adjustment of diet, and limitation of salt 
intake. Hypotensive drugs were valuable for the temporary 
protection of the patient with a dangerously high blood 


pressure. One tried to prolong the pregnancy until at least 
the 35th week, and induction of labour was commonly 
planned for the 37th week if the cervix was ripe. Caesarean 
section had been performed in 11% of his cases, the indi- 
cations being uncontrollable toxaemia or the presence of 
additional adverse factors. 

Mr. VINCENT O’SULLIVAN (London), Dr. KATHARINA D. 
DaLTon (London), Mr. JoHN SopHian (London), and Mr. S. 
BeNpDeR (Chester) contributed to the ensuing discussion. 


Diagnosis of Ectopic Pregnancy 

Mr. J. R. Nicholson-Lailey vacated the chair in favour 
of his vice-presidential colleague, Mrs. CONSTANCE L. 
BEYNON (Brighton), before Miss Mary K. LAWLor (Brighton) 
read a paper on the diagnosis of ectopic pregnancy. After 
detailing the classical symptoms and signs, Miss Lawlor 
emphasized the atypical picture presented by the subacute 
or chronic case. She then reviewed the diagnostic value of 
certain ancillary investigations. Curettage, aspiration of the 
pouch of Douglas, colpotomy, culdoscopy, salpingography, 
and arteriography had all been advocated with varying 
enthusiasm, but none afforded an infallible guide. In par- 
ticular, the absence of any evidence of pregnancy decidua 
or placental tissue either in the uterine curettings or even 
in the original site of the ectopic gestation did not neces- 
sarily invalidate the diagnosis. Dr. E. E. Raw Lincs (Sal- 
ford) contributed to the discussion a note on the value of 
aspiration of the pouch of Douglas. 


Retroversion of the Uterus 


Mr. K. F. MAcKeNz1e (Brighton), a vice-president, took 
the chair when Mr. K. V. BarLey (Manchester) read a paper 
on the importance of retroversion. Mr. Bailey described 
three varieties of retroversion—the so-called congenital, the 
puerperal, and the pathological. Congenital retroversion 
probably represented a pubescent manifestation of minor 
endocrinal dysfunction. There were usually no related symp- 
toms, but if the uterus were also acutely retroflexed, dys- 
menorrhoea, menorrhagia, and relative infertility were likely 
to occur. Puerperal retroversion was important only if the 
bulky subinvoluted uterus occupied the pouch of Douglas ; 
if so, backache, pelvic dragging pain, and menorrhagia 
might follow. Fertility was lowered, and if pregnancy 
occurred the gravid uterus might become impacted in the 
pelvis. In pathological retroversion the uterus was pulled 
backwards and was limited in mobility by adhesions either 
of inflammation or of endometriosis. The symptoms here 
were of the underlying condition, and it was at this that 
treatment must be directed. A spirited discussion followed 
in which the president, Professor T. N. A. Jerrcoate (Liver- 
pool), Mr. J. R. NicHoLson-Lamey (Taunton), Dr. E. E. 
Rawiincs (Salford), Dr. C. J. Farr (Cuckfield, Sussex), 
Mr. (London), Dr. BADEN R. Cooke (New 
South Wales), Mr. J. B. BLaikLey (London), Mrs. CONSTANCE 
Beynon (Brighton), Dr. C. D. Coe (Brighton), Mr. JoHN 
MACPHERSON (Torquay), and Dr. Marcaret I. NeaL- 
Epwarps (Hove) took part. 


SECTION OF ANAESTHETICS 
Tuesday, July 10 


Management of Respiratory Paralysis 
With the president, Dr. H. E. K. Eccres (Brighton), in the 
chair, Professor E. A. Pask (Durham) presented the opening 
paper on the management of respiratory paralysis. ~ He 
outlined the many conditions in which respiratory paralysis 
occurred as a symptom of disease and those conditions in 
which it was induced, as in anaesthesia or during the treat- 
ment of tetanus. Though paralysis of respiration was often 
the most dramatic feature of the disease, he emphasized that 
the needs of other bodily systems should also be considered 
in treatment. The method of performing artificial respira- 
tion should be chosen to fit the particular circumstances. It 
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should be efficient but should not interfere either with 
physiological function or with the general treatment of the 
patient. Although various methods would always exist, 
immediate use of any available method was vital in emer- 
gencies. When paralysis was maintained for a longer period 
the efficiency of lung ventilation was important. 

The use of intermittent positive pressure through a 
tracheostomy was becoming increasingly common, for this 
method also facilitated the separation of the new airway 
from the pharynx. 

Professor Pask then gave some criteria for assessing the 
effectiveness of methods of artificial respiration and illus- 
trated a device for sampling end-expiratory air developed at 
Newcastle. Finally he emphasized that when a patient 
with a tracheostomy was paralysed for any length of time 
communication with him was assisted if a controlled leak 
permitted whispering. 

Dr. R. Bryce-Smiru (Oxford) considered the respiratory 
problems of comatose patients, especially those with head 
injuries. Anaesthetists could give help in such circum- 
stances, for anaesthesia gave practical experience in the 
problems involved. Patients with head injuries could 
easily die from complications such as the inhalation of 
regurgitated gastric contents. First-aid workers should be 
encouraged to transport all such patients in the semi-prone 
position, which would prevent this complication and at the 
same time help to maintain a patent airway. When the 
airway could not be maintained unaided, an endotracheal 
tube might be used, but only temporarily. If unconsciousness 
was thought likely to persist longer than 48 hours a tracheo- 
stomy should always be performed. 

Dr. A. CRAMPTON SmiTH (Oxford) spoke on the respira- 
tory problems of poliomyelitis, emphasizing the importance 
of treating these cases in a unit with experience in handling 
the special problems which arose. The method of treating 
these cases depended on the type of paralysis present, and 
here some classification was of assistance. The patients 
could be grouped according to symptoms into three main 
categories—those with dysphagia, those with respiratory 
paralysis, and those with dysphagia and paralysis. The 
treatment of patients in the dysphagic group was in the first 
place posture. For patients in the other groups treatment 
was by tracheostomy and artificial respiration by inter- 
mittent positive pressure. It was important to realize how 
the patient’s symptoms could quickly change and thus neces- 
sitate changes in treatment. 

Dr. H. B. Wi_son (Aberdeen) then spoke on the treatment 
of tetanus. Cases with a short incubation period admitted 
with classical signs of the disease would probably require 
the use of muscle relaxants. It was vital to have control 
of the airway by a high temporary tracheostomy through 
which artificial respiration could be carried out. The general 
anaesthetic for this also allowed the initial wound to be 
excised. . The cuffed endotracheal tube prevented contamina- 
tion of the lung by pharyngeal secretions and permitted 
aspiration of the trachea. Dr. Wilson discussed some aspects 
of the various machines used for performing artificial respira- 
tion and their effectiveness in patients being treated for 
tetanus. He believed that p-tubocurarine was the most 
suitable agent to produce muscle relaxation ; the results of 
treating cases in this way were so hopeful that it should be 
considered the method of choice. 

Those taking part in the subsequent discussion included 
Dr. H. B. C. SaNpiForRD (Portsmouth), Dr. J. F. GaLpine 
(Coventry), Dr. H. H.- PInKertTON (Glasgow), and Dr. R. P. 
Harsorp (Leeds). 


Anaesthesia for Aortic Graft 


The second half of the meeting was devoted to four 
occasional papers, and Dr. J. H. Crawrorp (Brighton), a 
vice-president, took the chair. 

Dr. H. L. THornton (London) gave details of the very 
careful pre-operative investigations and treatment carried out 
on patients requiring an aortic graft. The site of operation 
determined the method of anaesthesia. If the site was above 


the origin of the renal artery, he used his standard anaes- 
thetic technique and hypothermia was induced in addition. 
Dr. Thornton then described the method used at St. Mary’s 
Hospital, giving details of the drugs used, the measurement 
and control of cooling, and the value of blood-pressure 
control and E.C.G. observations. During the post-operative 
period special attention was devoted to producing a slow 
rise in temperature and to maintaining the blood pressure 
and electrolyte balance. With this careful technique he 
found that the operative risk in these cases could be reduced 
to that of other thoraco-abdominal operations. 


Anaesthesia for Fenestration 


Dr. R. A. BinniNG (Brighton) described the method of 
anaesthesia for the fenestration operation which he had 
found to be the most successful and which he had put into 
current practice at the Royal Sussex County Hospital. 
He gave chlorpromazine and promethazine hydrochloride 
together with “ omnopon” and scopolamine as premedica- 
tion, and thiopentone, nitrous oxide, and oxygen as the basic 
anaesthetic, using a large-bore cuffed tube. Effective topical 
anaesthesia was essential, and 4% lignocaine was used for 
this. Local infiltration, irrigation with adrenaline in saline, 
and a steep anti-Trendelenburg position minimized bleeding. 


Recovery Rooms 


Dr. Russet. M. Davies (East Grinstead) outlined the 
development of post-operative recovery rooms at East Grin- 
stead, giving details of early American and Canadian ex- 
perience in this field. The statistics available of operative 
mortality throughout the country confirmed the belief that 
the widespread practice of special post-operative care in 
recovery rooms would be of the greatest value. Dr. Davies 
concluded by stating that, although recovery rooms might 
now be thought a luxury, they would be considered essential 
at all hospitals in a few years—a belief supported by all 
the members of the Section. 


Neurological Complications of Anaesthesia 

Mr. G. Bonney (London) described the neurological 
complications of anaesthesia as seen by an orthopaedic 
surgeon, and discussed the pathology of nerve injuries, 
differentiating between the degenerative and non-degenera- 
tive lesions of peripheral nerves and their mode of recovery. 
He then described the causation of nerve injuries occurring 
in patients under anaesthesia. Post-operative examination 
and diagnosis gave some fair idea of prognosis. If degenera- 
tive changes occurred the only method of treatment was 
operative. The probability of success depended largely on 
the site and nature of the injury. 


SECTION OF CHILD HEALTH 
Wednesday, July 11 


Accidents in Children 


The president, Dr. WitrFrip SHELDON (London), introduced 
the members of the panel for the round-table conference 
as Dr. C. A. BoucHerR (Ministry of Health), Mr. Patrick 
CLaRKSON (London), Dr. RoNaLp Mac Kerrn (London), 
and Dr. KerrH Simpson (London). The questions had been 
grouped to represent different aspects of the probiems of 
accidents. 

Question | : It has been said that in Canada and America 
accidents in pre-school children (1-5 years) were responsible 
for more than twice the number of deaths caused by the 
common infectious diseases of early childhood. Were there 
any comparable figures for England and Wales? In reply, 
Dr. Boucuer said the number of deaths from accidents 
was more ‘than three times the number of deaths from 
the common infections mentioned. They were the third 
most important cause of death in that age group, and at 
school age the second most important cause. Dr. SIMPSON 
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said that to compare the accidents which caused death with 
the infectious fevers which formerly caused death did not 
give a true picture of the present position. 

Question 2: What was the importance of accidents rela- 
tive to the other causes of death? Dr. Simpson replied 
that in England and Wales there were 20,000 deaths a year 
of children at all ages under 5 years. Only 1,000 were 
caused by accidents, The real killers were congenital mal- 
formations, birth injuries, and pneumonia. Most deaths 
occurred in the first year. But deaths from accidents must 
not be set against deaths from uncommon diseases. Street 
accidents accounted for half the deaths from accidents under 
5, and the other 500 were caused largely by choking (270), 
suffocation (185), almost all of which were in the first year, 
drowning (88), and then a miscellaneous group of poisonous 
fluids, burns, poisons, etc. 

Question 3: What were the particular types of accidents 
from which infants and toddlers suffered ? At the President's 
invitation Dr. Boucuer replied. He said that this question 
linked with the previous one. For infants choking, scalds, 
and burns were important, for toddlers scalds, burns, and 
poisoning. In particular he would wish to mention drown- 
ing in shallow water. At school ages scalds diminished 
and burns increased, especially to girls, owing to the burn- 
ing of clothes. Road accidents increased, and the worst 
age for accidents with bicycles was the ninth year. The 
Presipent then asked if drowning in shallow water was 
associated with epilepsy, but Dr. Boucher thought not. Dr. 
SIMPSON at this point explained that drowning was common 
at school age, and he was surprised that all schoolchildren 
did not learn to swim, and that girls did not wear pyjamas 
rather than nightdresses. Dr. Boucner said that one large 
multiple store had now stopped selling girls’ nightdresses, 
and he regarded this as an enlightened action. 

Question 4: Were the facilities for treatment at hospitals 
adequate ? Mr. CLARKSON took this question, and replied 
that there were some 11} million attendances at casualty 
departments in England and Wales each year. In general 
he considered the provision in casualty departments to be 
the biggest single deficiency in the hospital services. They 
were deficient both in staff and in facilities, especially in 
theatre accommodation, and this deficiency often resulted in 
unnecessary disability and distress to patients. 

Question 5: Were fireworks a cause of serious accidents 
and were there any limitations on their sale or power ? 
Dr. Boucner said he was not well informed about the 
limitation of sale, but, of course, they could not be sold 
to unaccompanied children. The major effects were seen in 
hospital wards in late November. Mr. CLARKSON described 
the two major forms of accident—explosion of fireworks 
which the child was carrying in his pockets, and the ex- 
plosion of a firework held in the hand. In the PResipeNnt’s 
view education of parents in firework techniques was as 
necessary as the education of children. 

Question 6 : What part could the mother play in the care 
of the burnt child, and should children with serious burns 
go to special hospitals ? Every member of the panel agreed 
that the mother had a major part to play and should come 
into hospital as much as possible ; it did both mother and 
child great good. Mr. CLARKSON deprecated new wards being 
planned which did not provide accommodation for mothers. 
In general, children with serious burns should enter a 
special unit and go there as quickly as possible. 

Question 7: Should clothing be treated to make it non- 
inflammable ? Dr. Mac KelTH gave a practical demon- 
stration of a treated non-inflammable material. He ad- 
mitted it was not yet widely available and would cost more 
than the non-treated fabric. Dr. Simpson then asked the 
cost of treating a child with burns and was told that a first 
admission might cost £150, and several admissions were 
necessary for every child with severe burns. Mr. CLARKSON 
thought that when such materials became available some in- 
dication of their inflammability should be shown when sold. 
The question of cost was left to the next question. 

Question 8 : What was the cost of a road accident ? Dr. 
BoucHeRr stated that the average cost was £800, but a fatal 
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British 
accident cost £3,000. The 200,000 accidents each year cost 
the community £172m.—more than £3 per head of popula- 
tion, 

Question 9: What means could be taken to reduce road 
accidents in children under 5 and at school age? Dr. Mac 
KeitH thought the under-fives needed protection and the 
over-fives education, and in that respect the services of the 
police were most valuable. He was supported in this by 
Dr. Boucher, who added that the most powerful influence 
on the children came from the example of the parents, 
who should also make sure that bicycles and other vehicles 
were kept in good working order. 

Question 10: Was mechanical suffocation common, and 
was the American practice of “ prone” nursing to be advo- 
cated ? Dr. Simpson repeated that almost all deaths from 
suffocation occurred in the first year of life, and most in 
the first 6 months ; most of these children were found lying 
on the face. He had no doubt it was more dangerous to 
allow the infant to sleep on his face than on his back or 
side. He emphasized that pillows should be porous, but 
added that many infants found dead had actually died from 
natural causes, usually infectious. When he met such cases 
he always examined the child most carefully for marks of 
pressure indicating that the child might have been held down 
into the pillow. 

Question 11 : Had the panel any experience in barbiturate 
poisoning of the use of specific antidotes ? The panel all 
had such experience and agreed that sometimes the use of 
bemegride (“ megimide ”’) was quite immediate and almost 
magical. 

Question 12: Were the drug firms aware of the dangers 
of attractive pills which resembled sweets? All the panel 
felt very strongly on this point. Dr. Simpson produced 
and distributed samples of sweets indistinguishable from 
pills and pills from sweets. He thought it little short of 
scandalous that such a state was possible. Manufacturers 
should put up pills in paper “ cellophane” packing or in 
“kiddiproof” tins. To this Dr. BoucHer added that now- 
adays when every home was like a chemist’s shop the 
medicines should be kept locked away and inaccessible to 
children. 

Question 13 : Had there been any suggestion that doctors, 
nurses, and health visitors could help to reduce the toll 
from accidents ? Here again in this final question unity was 
evident. The panel were sure that everyone visiting the 
home had a most important part to play. Parents would 
listen to those in authority, and by slow, patient teaching 
standards of care would improve. Dr. Mac KeitH thought 
there was also a place for group teaching in, for example, 
antenatal clinics and youth clubs. 

At the end of this final question the PresipENT said 
that all doctors had an important part to play in this respect, 
and thanked the panel for a most stimulating and informa- 
tive session. 


Abnormalities Which Cure Themselves 


With one of the vice-presidents, Dr. CHARLES F. HARRIS 
(London), in the chair, the first paper was read by Mr. 
DILLWYN Evans (Cardiff), who spoke from the orthopaedic 
point of view and restricted his remarks to abnormalities 
of shape, structure, and function. He grouped the deformi- 
ties under three headings. In the first group he placed 
deformities which cured themselves once the deforming 
force had ceased to act—for example, postural deformities 
resulting from simple malposition in utero, some cases of 
wry-neck, club-foot, or idiopathic scoliosis. Some fractures 
tended to spontaneous correction of mal-union, but the 
result depended upon the age of the child, the site of the 
fracture, and the type of deformity. In the second group 
he would place deformities which were variations of the 
normal and now known to be phases in the development 
of physical types; in the feet pes planus or calcaneus, at 
the knees genu valgum, were examples. In group three he 
placed disturbances of function resulting from structural 
faults which might cure themselves, such as triggér-thumb, 
clicking knee, popliteal bursitis. 
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Dr. DermMop MacCartuy (Aylesbury) then continued 
with a paper on non-orthopaedic deformities, describing 
abnormalities mainly in the newborn and in children up 
to 3 years of age. Sometimes the natural cure was incom- 
plete and sometimes it could be accelerated by treatment. 
He then described the various positions of the testes which 
might simulate true non-descent, and emphasized that the 
foreskin often adhered to the glans until 3 or 4 years of age. 
He said 93% of al! umbilical hernias would disappear by 
the end of the first year ; afterwards the rate was slow, but 
ultimately cure was complete. He then showed slides of the 
various types of vascular naevi in stages of spontaneous 
healing, and finished with an account, illustrated by research 
into the secrets of the hatter, of the natural history of 
the asymmetrical head so commonly seen in infancy. The 
child refused to lie on the other side. The deformity dimin- 
ished after the child sat up, but sometimes some degree of 
asymmetry persisted throughout life. 


SECTION OF GENERAL PRACTICE 
Tuesday, July 10 


Infectious Diseases in General Practice 


Under the chairmanship of the president of the Section, 
Dr. T. A. Morrison (Brighton), Dr. G. I. WATSON (Peaslake, 
Surrey) opened the discussion, speaking as a family doctor. 
In his own practice infectious diseases accounted for 50- 
70% of all new visits. After discussing the history of some 
common infections he continued by pointing out that even 
at the present time, in spite of all the recent advances in 
bacteriology and virology, and even with the introduction 
of antibiotics, a careful clinical examination was of prime 
importance. Many clinical questions required answers which 
could easily be given only in general practice. Thus, what 
was the significance of painless palpable enlargement of the 
cervical glands ? How long before the rash appeared were 
cases of measles and chicken-pox infectious? What was 
the incubation period of glandular fever? Was it short— 
5-12 days—as was usually stated? It was high time that 
we clarified the whole matter of quarantine. Surely its value 
was grossly exaggerated. There was much in favour of 
encouraging German measles in the young. A further aspect 
that required study was the characteristic seasonal preva- 
lence of diseases. 

Dr. Watson described the clinical features of some recent 
epidemics in his own practice caused by A.P.C. and Cox- 
sackie viruses, and also mentioned the investigation into the 
epidemiology of epidemic winter vomiting by the College 
of General Practitioners. Discussing treatment, he advo- 
cated liberal use of oral penicillin and sulphonamides in 
bacterial infections. He wondered whether there was any 
danger in using aspirin in fevers, because of its cortisone- 
like effect. A report was given of the recent investigation 
carried out by the College of General Practitioners on the 
value of sulphonamides and antibiotics in the prevention of 
complications in measles. The results showed that there 
were no benefits in using these drugs in healthy children ; 
indeed, they might do harm. In unhealthy, catarrhal children 
they might be useful, but even there it was better to wait 
for clear indications of the need for such treatment rather 
than to embark on an expensive and possibly harmful 
routine. 

Dr. LiseLotre LeNNHOFF (Brighton) spoke as a hospital 
clinician. Over the 13 years that she had been at her hos- 
pital there had been a change in the incidence of diseases. 
There had during this time been only one case of diph- 
theria admitted into the old diphtheria ward. Patients were 
admitted to hospital because of the severity or high degree 
of infectivity of the illness. Over the past five-year period 
the most common diseases admitted to her hospital were 
intestinal infections, poliomyelitis (proved and suspected), 
and measles. The greatest clinical problems were experi- 
enced with the diagnosis and management of the polio- 
myelitis group. 


Enteric Infections 


Dr. J. E. Jameson (Brighton) spoke as one in charge of 
a local public health laboratory. Bacteriologists were of 
help to practitioners in detecting carriers and sources of 
infections, but even if these were found the mere isolation 
of organisms was not a proof of their virulence. Haemolytic 
streptococci were versatile organisms which produced infec- 
tions of the throat and skin, puerperal infections, and septi- 
caemias. The value of typing different strains was noted, 
and in impetigo and acute nephritis certain strains were 
almost specially responsible. In the control of epidemics 
removal of the carrier from the community was important ; 
this could be done by physical removal of the patient or 
by producing temporary control of the organisms with 
parenteral penicillin. 

Turning to bacterial infections of the bowels, Dr. Jame- 
son discussed typhoid, paratyphoid, and salmonella infec- 
tions. Typhoid and paratyphoid infections had similar 
epidemiological features. Water was a direct source of 
infection, and indirect sources were shellfish and water- 
cress. In paratyphoid infections cream cakes were a com- 
mon source of infection. For infection to occur there had 
to be a group of circumstances present: the food must be 
infected, usually by a carviez, it must act as a suitable culture 
medium with sufficient moisture and at the correct tempera- 
ture, and it must be eaten when the organisms were still 
virulent. Investigations to discover the source of infection 
were often disappointing. Salmonella infections had their 
reservoirs in animals, and food might be contaminated by 
dogs, cats, mice, rats, and tortoises, and organisms were 
often found in duck eggs. Since duck and hen eggs were 
often pooled as dried bulk or as fluid eggs this was a possible 
source of infection. The carrier state persisted a long time 
in typhoid and paratyphoid infections, a moderate time in 
salmonella infections, and a short time in Sonne dysentery. 

Dr. H. Paut (Smethwick), a retired medical officer of 
health, commented on the changing patterns of the com- 
mon infectious diseases. Tuberculosis deaths had declined, 
but they were still very considerable—7,000 in 1954. Notifi- 
cations were not reduced very much, however. It was stiil 
the most dangerous infectious disease in our community. 
New drugs were keeping the “chronics” alive and were 
increasing the risks of spread. Prevention must above all 
be based on social measures. Diphtheria had been virtu- 
ally eradicated but could easily recur if the present apathy 
in our immunization programme continued. We must 
develop realistic policies and schemes of immunization for 
our children. Measles was universal but had greatly dimi- 
nished in virulence. There was little value in preventing 
it, except in young and weakly children, since, if we pro- 
duced too low a level of incidence, in a couple of genera- 
tions a more serious and more virulent form of disease 
would emerge. 

Among those who took part in the ensuing discussion 
were Dr. H. W. SaLTer (Cleveland, Ohio, U.S.A.), Dr. RALPH 
Green (Hurstpierpoint), Dr. F. M. Rose (Preston), Dr. 
R. M. S. McConaGHey (Dartmouth), and Dr. W. J. H. 
Sayers (Brighton). 


Wednesday, July 11 


Neurological Diagnosis in General Practice 
Under the chairmanship of the president, Dr. T. A. 
Morrison (Brighton), four short papers were read by 
general practitioners. 

Dr. S. L. Kaye (Brighton) spoke on various aspects of 
neurological diagnosis in general practice. Characteristic 
patterns of symptoms were of more importance than the 
elicitation of physical signs, which often were not present 
till late stages of disease. Ancillary neurological investi- 
gations were now rarely carried out in general practice, but 
they must be interpreted and their significance appreciated 
Headaches, personality changes, and fits required elucida- 
tion in accurate diagnosis. Physical signs were much more 
crude than symptoms, and the two must always be carefully 
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correlated in making a diagnosis. Often the patient's sub- 
jective awareness of neurological dysfunction was of more 
import than tests performed by those unpractised in the 
awareness of early minor, but significant, variations from 
the normal. The ophthalmoscope should be used as often 
as the stethoscope in the diagnosis of disease, but if the 
signs seen were to be properly interpreted constant practice 
was necessary. 


Hypertension in General Practice 


Dr. R. S. Stevens (Worthing) reported a follow-up over 
seven years on 518 adult patients seen in his urban practice 
with particular reference to the incidence and course and 
management of hypertension. Among these patients there 
were 119 (21%) with a blood pressure of over 160/100. 
There were no patients with disease which could be called 
malignant—they all had what was termed “ essential ” hyper- 
tension. Over this period of seven years almost half of 
those who died did so from associated conditions such as 
coronary artery disease or cerebrovascular accidents. 

Hypertension had no specific symptoms ; fear of “ blood 
pressure ” caused most of the symptoms that were present. 
In treatment, proper management of the patient as an indi- 
vidual was of prime importance ; fears and anxieties must 
be allayed and general advice given. 

Discussing this paper, Dr. Joun Fry (Beckenham, Kent) 
suggested that it was only the general practitioner who really 
was familiar with the incidence, patterns, and cause of the 
condition. Hypertension was merely a label for a physical 
finding ; it increased with age, and was twice as frequent in 
women as in men. In the vast majority it ran a benign 
course, but it was the task of the family doctor to pick out 
those patients who required special management under 
expert supervision. Dr. CHARLES GIBSON (Worthing) 
stressed the different course of malignant and benign 
hypertension: they were probably distinct conditions. 


Sleeplessness 

Dr. C. A. H. Watts (Ibstock, Leicester), who spoke on 
the problems of sleeplessness, noted that a 70-year-old 
patient has spent 21 years of his life asleep, but that even 
small disturbances in sleep caused much distress. Out of 
100 random patients, 85 slept well and 15 slept badly. In 
this latter group more than half had definite neurotic symp- 
toms. An examination of the records of patients with frank 
neuroses revealed that sleeplessness was a common feature. 
Of those with an anxiety neurosis, half had difficulty with 
sleeping, usually in dropping off. 

With reactive depressions three-quarters of the patients 
slept badly, and both early waking and dream insomnia 
were usual. In endogenous depressions sleeplessness was 
universal, and here, although early-waking insomnia was 
notable, all types occurred. 

In diagnosis the type of insomnia was suggested but by 
no means diagnostic. 

Management of these patients must be based on the pre- 
senting illness. Anxious patients responded to superficial 
psychotherapy, and hypnotics should be used for only 
a short period. Depressed patients required more pro- 
longed treatment with hypnotics, but here again it was 
essential to beware of producing sleeping-pill addicts. 


The Catarrhal Child 


Dr. Linpsey W. Batren (London) opened a stimulating 
discussion on “ The Catarrhal Child,” a common and costly 
syndrome which, while it was not mortal, could produce 
permanent damage to ears and lungs. If logical treatment 
was to be possible, some aetiological grouping of cases was 
necessary. 

Clinically, it was possible by means of suitable questions 
and examinations to differentiate three groups. The first 
was the child who was pampered, over-protected, over- 
treated, over-clothed, over-cared for, and the victim of a 


perverted system of hygiene. Emotional problems were 
particularly common in this group. Treatment must be 
directed to altering the family environment by treating the 
mother. The second type was the child with an allergic 
history both in the family and in such symptoms as early 
morning sneezing and wheezing in the chest. Only rarely 
could the allergen be detected and removed. The third type 
was the child who reacted to stimuli by an excessive pro- 
duction of mucus from the respiratory tract. This constitu- 
tional abnormality had to be accepted and the child pro- 
tected from over-treatment, since the condition tended to 
resolve spontaneously. 

Dr. D. Crappock (Stanwell, Middlesex) stressed that the 
mothers of these children must be told that their children 
would grow out of this stage. During the active period of 
childhood it was important to ensure sufficient rest for the 
child. 

Dr. Joun Fry (Beckenham, Kent) illustrated the charac- 
teristic natural course of the condition. Even in the first 
year of life some 50% of children were seen by the family 
doctor for respiratory infections ; this trend continued till 
the ages of 5-7, when some 80% were seen in any year. 
When the age of 7-8 was reached a dramatic fall occurred, 
and after the age of 8 the syndrome was rare. Turning 
to treatment, he pointed out that one-third of all children 
were still having their tonsils and adenoids removed at the 
ages when there was this peak in the natural incidence of 
the disorder. It was inconceivable that all these operations 
were really necessary for a self-limiting condition. 

Dr. J. INGLIS CAMERON (Glasgow) and Dr. W. G. 
Tuwarires (Brighton) both noted that over-clothing was a 
probable aetiological factor. Dr. G. 1. Watson (Peaslake, 
Surrey) reported that there was a different peak in inci- 
dence of catarrhal children in rural and urban areas. In 
rural areas there was a lower level—the first year (10-20%) 
and two peaks at 3-4 years and at 6-8 years—while in urban 
areas the pattern was as that noted by Dr. Fry. 

Mr. B. S. Carter (Newcastle-under-Lyme, Staffs), speak- 
ing as an ear-nose-and-throat surgeon, felt that emotions 
of family doctors and consultants played a part in the con- 
troversy over removal of tonsils and adenoids. More careful 
selection of patients was now being attempted. 


SECTION OF OPHTHALMOLOGY 
Tuesday, July 10 


Modern Trends in Cataract Surgery 


With a vice-president, Mr. T. Kerra Lyte (London), in the 
chair, three opening papers were read on modern trends in 
cataract surgery. 

Mr. Joun Foster (Leeds), in the first paper, traced the 
trends in the technique of cataract extraction. He con- 
sidered that overemphasis of the difficulties of lens extrac- 
tion had led to technical embroidery by the few and its 
unconsidered retention by the many. Though local analgesia 
predominated, there was a tendency to “ detach ” the patient 
from the operation by relaxants, hibernation, or thiopentone. 
Thermal sterilization of instruments was displacing chemi- 
cal methods. Three methods of lens extraction were dis- 
cussed ; first, corneal section and sutures with “ pivotement ” 
of the lens (Kalt-Arruga); secondly, the conjunctival flap, 
large iridectomy, and sliding of the lens (Blaskovics) ; and, 
thirdly, the dissected flap, keratome scissors section, and 
two-layered suture (McLean). An increased willingness to 
extract unilateral cataracts to avoid complications had been 
reinforced by the optical possibilities of the contact lens 
and the Ridley lenticulus. Mr. Foster thought that the 
latter, which required both anterior synechiae and a posterior 
capsule for stability, was the last remaining indication for 
extracapsular extraction. 

In the second paper Mr. KENNETH Wysar (London) dis- 
cussed the pathological findings and clinical implications of 
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tolerance. It is said they render a further 
service by making a hissing noise as a warning 
to their hosts at the approach of danger. 
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2:4-Diamino-5-phenylthiazole hydrochloride 


and Morphine 


in the treatment of intractable pain 


A further clinical report on the use of ““Daptazole” and Morphine 
published in the “British Medical Journal” of 21st January, 1956, 
confirms that the administration of “Daptazole’’ with large doses 
of Morphine results in the alleviation of the intractable pain of 


terminal carcinoma. 


“* Administration of large amounts of morphine 
without respiratory depression, narcosis or depres- 

In this paper 
the results of the treatment in 


sion of the cough reflex; amiphenazole apparently 
prevents the onset of any marked tolerance to 
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three groups of eyes received recently at the Department of 
Pathology in the Institute of Ophthalmology following un- 
successful cataract surgery. The first group showed lens- 
induced uveitis, an inflammatory reaction to the products 
of cataractous lens material characterized by an intense 
anterior uveitis, with infiltration of the cataractous lens or 
lens remnants by pockets of suppuration. It occurred in 
the operated eye following extracapsular extraction, and also 
quite spontaneously in the non-operated cataractous eye, 
presumably as a result of passage into the anterior chamber 
of lens protein through the intact but semi-permeable lens 
capsule. The occurrence of the condition in the non- 
operated eye was an indication for intracapsular extrac- 
tion to remove completely the source of the uveitis. The 
second group showed sympathetic ophthalmitis. Cortisone 
was effective in reducing the severity of the uveitis in the 
operated (exciting) eye, but it did not preclude the risk of 
uveitis in the unoperated (sympathizing) eye. The third 
group showed epithelization of the anterior chamber, a 
condition which followed delayed closure of the limbal 
wound due sometimes to incarceration of a portion of con- 
junctival flap, iris, or lens capsule within the section. 

Mr. A. H. Osmonp (Brighton), in the third paper, showed 
that the operation for cataract in its various forms was 
represented as a combination of art and craft, both of which 
were necessary for a successful result. A perfect technique 
was essential even if it meant a complete change in method 
so that the operation was made safer. Constant practice 
was essential for perfect confidence. Reasons were given 
for the preference of the keratome-and-scissors method to 
that of the von Graefe knife. Modification of technique 
was required for dealing with difficult patients—chronic 
bronchitics, arthritics, asthmatics, and semi-psychotics. 
Mr. Osmond gave details of a new method of sterilization 
of air which was used at the Sussex Eye Hospital. A plea 
was made for more help in the wards. After the paper a 
film was shown of his method of intracapsular cataract 
contraction. 

In the discussion which followed Mr. O. GavyeR MORGAN 
(London) gave details of two cases of spontaneous lens- 
induced uveitis which responded successfully to intracapsular 
contraction during the active phase. Mr. GILES ROMANES 
(East Grinstead) made a plea that the use of antibiotics 
should not detract from careful aseptic surgical technique. 
Mr. ANDREW RuGG-GUNN (London) advocated the use of 
general anaesthesia in cataract surgery. 


Partially Sighted Children 


Mr. P. McG. Morrattr (London) read a paper on visual 
aids for the partially sighted, with particular reference to 
their use by schoolchildren. A hand-magnifying lens had 
the merit of being easily carried, but a lens mounted on a 
stand, although more obtrusive, left both hands free. Tele- 
scopic lenses, of either the binocular or monocular type, 
were most useful, although their value was limited by the 
reduction which occurred in the visual field. It was impor- 
tant to provide visually handicapped children with special 
books showing a large bold type, and a good illumination 
was essential. In the discussion Mr. RuGG-GUNN mentioned 
certain types of lenses for the partially sighted. 

Mr. B. W. Rycrort (London) gave a paper on the surgi- 
cal treatment of epiphora due to obliterative lesions of the 
naso-lacrimal apparatus, usually as a result of severe trauma. 
When the canaliculi were destroyed it was possible to carry 
out a drainage operation of the cantho-cysto-rhinostomy type, 
provided the sac was not involved in the obliterative pro- 
cess. When the sac was involved Mr. Rycroft advocated a 
subtotal lacrimal adenectomy, and he reported excellent 
results in 12 out of 15 recent cases. This operation should 
not be performed, however, in cases which showed absence 
of the blink reflex or in which there was inadequate cover- 
age of the globe by the lids. 

In the discussion Mr. P. McG. Morratr (London) 
described the use of a laminaria tent which was passed 


from the sac into the nose in order to cause gentle expan- 
sion of the lacrimal duct. 


Adrenocortical Hormones 


Mr. CHarLes Cook (London) in his paper pointed out 
that, although the basic principles governing the use of 
the adrenocortical hormones in ophthalmology had been 
established and were widely recognized, the therapeutic 
limitations of these steroids had received less publicity. 
Studies on the suppressive effect of these substances on 
the inflammatory reaction of the eye indicated that this 
action was directly associated with a decrease in capillary 
permeability, an inhibition of cellular infiltration, and an 
inhibition of fibroplastic proliferation in the healing pro- 
cess. Although cortisone had no curative or antibiotic 
action, the hormone had proved of great value in the 
treatment of inflammatory diseases of the eye produced 
by allergic, toxic, or physical agents, but it was dangerous 
sometimes in corneal virus infections. The range of the 
adrenocortical hormones had been extended recently by the 
introduction of two less toxic corticosteroids—prednisone 
and prednisolone. Preliminary experimental and clinical 
investigations suggested that their potency was not only 
three or four times greater than that of cortisone, but that 
some cases which were refractory to cortisone and hydro- 
cortisone responded to the more recent homones. Mr. Cook 
concluded that it was important to confine the use of corti- 
sone to carefully selected cases, for it did not cure ocular 
disease on its own and it did not represent a replacement of 
more specific lines of treatment. 

In the discussion which followed Mr. O. GaveER MORGAN 
(London) suggested that cortisone was harmful in the early 
stages of dendritic ulceration because it interfered with the 
development of immunity, thus favouring a recurrence of 
the condition. Mr. Henry Hosps (London) advocated the 
use of cortisone in central serous retinopathy and in certain 
forms of exudative macular disease. 


SECTION OF ORTHOPAEDICS 
Wednesday, July 11 


Surgery in the Treatment of Spastic Children and 
Adolescents 


With Mr. S. L. Hiccs (London), the president, in the chair, 
Mr. E. STANLEY Evans (Alton) opened a discussion on the 
role of surgery in the treatment of spastic children and 
adolescents. He referred to the teaching of Robert Jones, 
who had stressed that an operation on a spastic child should 
not be regarded as treatment in itself but as removing an 
obstacle to the real treatment by muscle re-education. He 
said that the pendulum had swung too far towards conser- 
vative treatment in recent years, and that whereas he had fol- 
lowed this trend he was now undertaking more operative 
treatment. The management of patients depended on 
(1) accurate physical diagnosis ; (2) comprehensive conserva- 
tive treatment started as early as possible ; ahd (3) conserva- 
tive surgery in carefully selected cases. Surgery should not 
be performed in the young child, nor until every effort had 
been made to correct deformities by prolonged non-operative 
methods. A reasonable standard of intelligence was neces- 
sary to obtain the essential post-operative co-operation. A 
spastic contracture had to be differentiated from structural 
shortening. Fixed contractures should be corrected by 
dividing fibrous structures rather than muscles, so reducing 
the total loss of muscle power as little as possible. He 
described cases in which the gain from correction of 
deformity had not compensated the loss caused by damage 
to muscles. It was difficult to strengthen weak muscle 
groups, because exercises for these groups evoked an exag- 
gerated stretch reflex in the antagonists. Crushing of the 
nerve fibres, rather than neurectomy, was a satisfactory 
procedure to produce a weakening of the antagonists. He 
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advocated crushing of the obturator nerve for spastic con- 
tracture of the adductor muscles of the hip-joint, and said 
that the paralysis would last about six months. The correc- 
tion of deformity by arthrodesis might improve muscle 
function. He suggested that slight dorsiflexion and ulnar 
deviation was the optimum position for arthrodesis of the 
wrist-joint. This operation might be followed by a tendon 
transference. Before lengthening a tendon a careful assess- 
ment of the amount of correction should be made. This 
should be done before the patient was under the anaesthetic, 
and it was better to shorten too little rather than too much. 


The Painful Shoulder 


Mr. F. A. SimmMonps (London) opened a discussion on the 
painful shoulder, but confined his remarks to the syndrome 
of frozen shoulder. He described the clinical cycle, empha- 
sizing its length, and the points important in differential diag- 
nosis. He had followed up 63 frozen shoulders, none for less 
than two years. Thirty were normal and fourteen almost 
normal ; fifteen caused slight and four severe disability. He 
had found that the results were unaffected by age or sex, and 
that they were not so good after trauma or deep x-ray 
therapy. He thought it too early to give an opinion on the 
value of hydrocortisone in treatment. 

In this series of cases he had found that any painful area 
in the arm or neck might have initiated the syndrome, but 
only in the right age group. There had been an association 
with pulmonary and cardiovascular disease. While the lesion 
had been bilateral in 8% of patients, the same shoulder had 
never been affected twice. It had never been associated with 
a complete tear of the supraspinatus tendon. Explorations 
of the frozen shoulder had shown the whole rotator cuff to 
be involved in a vascular inflammatory reaction and the 
biceps tendon to be adherent to the groove in the humerus. 
The pathological lesion had appeared to be a degeneration 
accompanied by a painful repair reaction. The primary 
painful area was probably in the supraspinatus tendon. 
In his opinion active treatment was related to the clinical 
cycle. It aggravated the condition in the early stages and 
appeared to give benefit in the later stages. He had found 
physiotherapy and manipulations to be useless. While deep 
x-ray therapy had relieved pain in 50% of patients, the end- 
results had not been good. His best results had been 
obtained by repeated explanation to the patient of the cycle 
of events, by encouraging movement in the pain-free range, 
and encouraging full use of the arm in the late phase of 
recovery. 

Mr. G. BLunpeLt Jones (Exeter) said that he was in 
agreement with the previous speaker. He had studied a 
series of 366 cases of which 242 were frozen shoulders. He 
described the painful arc syndrome, which he attributed to a 
local inflammatory change. There had been 91 cases; 30 
had recovered completely, 28 had a minor ache in the 
shoulder, and 8 had persistent pain. The average period of 
recovery had been about 7 months. He had tried a variety 
of treatments, but had a slight bias in favour of the use of 
hydrocortisone. He advised acromionectomy for resistant 

cases in the absence of stiffness or a rent in the supraspinatus 
tendon. He thought that when the tendon was ruptured the 
acromion process, by impinging on the head of the humerus, 
helped the deltoid muscle to abduct the arm. He described 
bicipital tendinitis, which he did not consider to be a pre- 
cursor of frozen shoulder. The results of conservative treat- 
ment had been satisfactory in 22 cases. He differentiated 
three types of calcification of the supraspinatus: (a) an acute 
type which caused great pain but underwent spontaneous 
resolution and recovered in a period which varied from two 
weeks to three months ; (6) a chronic type which responded 
to injection, aspiration, or excision, but occasionally merged 
into a painful arc syndrome ; (c) a symptomless form. He 
spoke of the methods of diagnosis of tears of the supra- 
spinatus tendon and advocated suture of large rents. 

In a general discussion there was a sharp difference of 
opinion on the value of manipulation. A majority of 


speakers considered it to be a valuable method of treatment 
for certain types of shoulder, but emphasized the need to 
choose the right time. 


Structural Effects of Stress 


Mr. J. C. Scott (Oxford) spoke of the structural effects 
of stress. He recalled the definition of physical stress as the 
interaction of a force and the resistance applied to it. This 
might serve as a definition of stress as applied to humans and 
animals, but the forces, resistances, and methods of inter- 
action also had to be defined. While the word had been 
applied to humans for many years, Hans Selye was respon- 
sible for much of the attention paid in the last twenty years. 
He had pointed out, while defining stress, that there was a 
superficial reaction of the body which was common to a 
variety of widely different factors, such as injury, infection, 
or strain. The common factor was non-specific stress. 
Selye had divided the reaction into three stages—the alarm 
reaction, the stage of resistance, and the stage of exhaustion. 
The syndrome was not initiated in the absence of the 
pituitary or its A.C.T.H. and was not carried out in the 
absence of the adrenal. 

There might be a clear-cut process as in a single injury, 
or there might be a complicated situation where there had 
been many minor stimuli, both mental and physical. In 
the present stage of our knowledge none of the three 
elements (force, resistance, reaction) could be assessed. It 
was important, however, to accept these three factors and 
the departure from the simple cause-and-effect concept of 
disease. 

The increasing frequency of the disk problem and the 
increasing emphasis on the psychological aspects of it could 
not be explained on the basis of injury or other simple 
physical grounds. It was well known that there was a 
physiological variation in the disk size. It was suggested 
that a disturbance of fluid balance within the annulus led 
to an increase in pressure beyond the normal level, at times 
causing acute back pain and, if repeated, rupture of the 
disk. An attempt had been made to determine experiment- 
ally if stress produced alteration in the size of the disk 
nucleus in mice. Eventually 131 disks in experimental and 
control animals had been submitted for statistical analysis. 
The principal finding had been an increase in the size of the 
nucleus directly proportional to the amount of stress as 
determined by measurements of the adrenal and thymus. 
Later a pilot experiment had been undertaken to try to see 
if there were any morphological change. Various stains 
were used to demonstrate the morphology and the quantity 
of sulphated and non-sulphated mucopolysaccharide. Dr. 
A. H. T. Robb-Smith (Oxford) had reported definite morph- 
ological differences. Further experiments were in progress. 


Shoes for the Young 


Mr. W. H. Gervis (Tunbridge Wells) opened a discussion 
on foot form, function, and footwear in the young, saying 
that in his opinion the arch of the foot in the condition 
known as flat foot did not collapse but merely rocked over to 
the medial side. He attributed the rocking over to a medial 
rotation of the talus, which might result from medial torsion 
of the tibia or from a postural internal-rotation defect of the 
leg. He said that elevation of the first metatarsal was 
secondary to the rocking over of the foot. He illustrated a 
special stool which he used to examine the footprints of 
children. This stool had a glass top ; there was an oblique 
mirror below through which the foot was observed. He did 
not believe that the muscles of the forefoot were weak in 
flat foot, and never advised remedial exercises other than 
Postural exercises directed towards a correction of the rota- 
tional defect. He advised that children’s shoes should be as 
light as possible without any form of arch support. 

Mr. W. SayLe-Creer (Manchester) said that it would be diffi- 
cult to describe a normal foot in words even if it were known 
what it should be. He believed that a prolonged survey of 
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a large number of children was needed to determine what 
was a normal shape and the real significance of variations. 
The important part of the forefoot was the inner metatarsals, 
which, if weak, allowed the foot to fall over into pronation. 
He compared the action of the weak inner metatarsals to 
that of a wobbly leg on a three-legged stool. He described 
three types of incompetent first metatarsal—the atavistic, the 
hypermobile, and the permanently elevated. The hyper- 
mobile first metatarsal was the precursor of hallux valgus, 
the elevated metatarsal of hallux rigidus. He said that badly 
proportioned shoes were common in schoolchildren, where 
the incidence of hallux valgus increased with age. Female 
shoes were worse than male, and this was consistent with 
the much greater and increasing incidence of hailux valgus 
in girls. 

Mr. T. T. Stamm (London) spoke of the mild congenital 
calcaneo-varus deformity, which might be more common 
than had been recognized, and a cause of elevation of the 
first metatarsal. The PRESIDENT said that he remained con- 
vinced of the value of a simple wedge on the inner side of 
the heel for a flat foot. 


Management of Common Knee Injuries 


Mr. A. T. Fripp (London) said that in the treatment of 
injuries of the knee the aims were to obtain full movement, 
stability, a sense of security, and freedom from pain. Since 
a derangement of the knee might result from damage to any 
of its constituents it was essential to make an accurate diag- 
nosis. A sprain of the knee, a partial tear of the collateral 
ligament, or damage to the synovial membrane was followed 
by effusion, pain, and loss of movement. This loss of move- 
ment came on gradually and was not locking. Treatment 
was by aspiration, support, and exercises. He emphasized 
the importance of using a back splint which fitted the leg 
closely and was of sufficient length. 

He described lesions of the articular cartilage : (1) Osteo- 
chrondritis dissecans, which occurred mainly in children and 
could be diagnosed only by radiography. It was often 
necessary to explore the knee-joint and to remove the frag- 
ment of bone and cartilage. (2) Chondromalacia patellae, 
which usually started in adolescence and was more common 
than had been appreciated. The diagnosis was not always 
straightforward, because the condition caused indefinite 
symptoms of derangement. Surgical treatment was by trim- 
ming the articular cartilage or removing the patella. 

Complete tears of the internal collateral ligament were 
to be treated by repair, early cases by suture, late cases by 
grafting. Torn cruciate ligaments were often masked by 
haemarthrosis and muscle spasm. While the treatment of 
a torn cruciate ligament was conservative, its presence was 
not a contraindication to the surgical treatment of a torn 
cartilage or ruptured collateral ligament. Most fractures of 
the tibial spines were to be treated conservatively, but occa- 
sionally the fragment had to be removed. He emphasized 
the importance of developing the extensor mechanism of 
the knee after all injuries, and said that even to-day it might 
be overlooked. He discussed the diagnosis of torn meniscus 
and stressed a number of points. The diagnosis was not to 
be made after the first injury, and the response to conserva- 
tive treatment should be watched. The finding of a cartilage 
click was not a reliable test. The history was of more 
importance than the clinical examination, but the symptom 
of locking had to be differentiated with care from transient 
stiffening. The adolescent girl who had a derangement of 
the knee rarely had a torn cartilage. Both cartilages might 
be torn in the same knee-joint. The presence of a torn 
cruciate ligament or arthritis in the knee was not a contra- 
indication to the removal of a torn cartilage. 

Mr. K. H. Pripie (Bristol) described chondromalacia 
patellae complicating dislocation of the patella in an 
adolescent girl. He advocated the repair by grafting of large 
defects in the weight-bearing surfaces of the joint resulting 
from osteochondritis. 


SECTION OF OTO-RHINO-LARYNGOLOGY 
Tuesday, July 10 


Nasal Obstruction 


With the president, Mr. T. S. ALLEN, in the chair Mr. T. O. 
GranhaM (Dublin) read a paper on nasal obstruction written 
by Mr. T. G. WiLson (Dublin), who was unable to be present 
owing to illness. He stated that nasal obstruction in the 
adult did not constitute a threat to health, but in the new- 
born child complete obstruction was a serious threat and 
might cause death from asphyxia. Nasal obstruction might 
be due to congenital atresia or other uncommon causes, but, 
although the condition was rare, it probably occurred more 
frequently without being recognized. In the child nasal 
sinusitis seemed to be accompanied less often than formerly 
by violently acute symptoms. This was probably mainly due 
to a cyclical diminution in the virulence of the pyogenic 
organisms rather than to the undoubted efficiency of anti- 
biotic treatment. 

In a follow-up of about 50 children operated on for 
enlarged tonsils and adenoids, the majority were found to 
be still mouth-breathers seven years later, although the peri- 
odontal health of the children was strikingly better than that 
of the controls. From this it was argued that heredity was 
an important factor in causing nasal insufficiency. 

In adults with chronic nasal sinusitis the tissue changes 
were more often irreversible than in children. The majority 
of proprietary drops and sprays probably did more harm 
than good, particularly if persisted in too long. Of the 
surgical means of treatment of nasal obstruction, submucous 
resection of the septum and of the inferior turbinate were 
advocated, although there was an increasing tendency to con- 
servatism in the case of the former operation. 


Mouth Breathing in Children 

Mr. F. C. W. Capps (London) considered that pure mouth 
breathing, after adeno-tonsillectomy in children was prob- 
ably very rare, but dual breathing, part nasal, part oral, was 
common, largely due to loss of facial tone with or without 
orthodontic deformity. It was therefore necessary after 
operation to rehabilitate the persistent “ gaper” by appro- 
priate exercises and orthodontic attention. Nevertheless there 
was often an inborn tendency to mouth breathing which was 
only overcome when the child grew up and realized the social 
implications of the habit. The speaker repeated the danger 
of over-medication with nasal drops and sprays, and warned 
patients and doctors against their use except with proper 
indications. Furthermore, their use was valueless unless 
properly administered in the head-down or Proetz position. 

Trauma in children and adults was a common cause of 
nasal obstruction from fracture-dislocation of the bridge of 
the ‘nose and springing of the nasal septum. Unless there 
was soft-tissue injury he advocated immediate manipulation 
with the thumbs in suitable cases. If instrumental manipula- 
tion was required this could be carried out with success up 
to two weeks after the injury under general anaesthesia, but 
the importance of deep general anaesthesia to avoid shock 
was stressed. Mr. Capps recollected seeing a death on the 
table when the manipulation was carried out under very light 
anaesthesia. 

Obstruction due to malignant disease was a rare possi- 
bility. Early symptoms were often absent, and the disease 
was often quite advanced before obstruction, pain, bleeding, 
or offensive discharge became evident. Atrophic rhinitis, now 
a rare disease in this country, might give rise to nasal obstruc- 
tion from the formation of offensive crusts. In the absence 
of a curative medical treatment the speaker advocated the 
insertion of polythene plastic inserts under the floor of the 
nasal fossae to reduce the lumen. Although the plastic 
insert was occasionally extruded the results in many cases 
were excellent in preventing crust formation. 
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Nasal Polyposis 


The treatment of nasal polyposis by radiotherapy was read 
by Mr. E. MILLINGTON (Brighton), who reported a series of 
140 cases of polypi recurring after surgical clearance treated 
by five or six doses of 200 r at 200 kV through a single 
anterior 7 by 5 cm. field at weekly intervals. The eyes were 
shielded with lead disks. Treatment was carried out after 
thorough removal of all visible polypi. Follow up after one 
to seven years showed that 106 remained symptom-free : the 
remaining 34 patients required further surgery, usually fol- 
lowed by further irradiation. He considered the level of 
dosage produced no immediate or delayed skin changes and 
carried no known risk of damage to normal tissues. 

Mr. J. C. Hoce (London) reported he had also obtained 
good results from the insertion of plastic inlays in atrophic 
rhinitis. Unlike Mr. Capps he found the operation not with- 
out difficulty. Regarding nasal drops, he found 4% ephe- 
drine solution the least objectionable, and particularly in 
eases of overuse of nasal decongestants he prescribed ephe- 
drine 0.5 gr. (32 mg.) by mouth combined with a barbiturate 
or an antihistaminic drug. It was not always essential to 
reset a fracture dislocation of the nose within two weeks 
from the injury; satisfactory reposition could often be 
obtained as late as five weeks afterwards. 


Mr. W. A. Mut (London) in a paper on hoarseness 
reminded the meeting that as it was such a common com- 
plaint there was a tendency to regard it as a not 
very serious symptom. Persistence beyond three weeks 
merited a most careful examination of the larynx. Nasal 
disease such as maxillary sinusitis might be discovered and 
was a frequent cause of chronic laryngitis. The appearances 
of tuberculous laryngitis were typical, although the diagnosis 
might present difficulty now that the disease was less com- 
monly seen. Paralysis of a vocal cord due to involvement 
of the nerve supply of its muscles might be due to disease, 
often malignant, adjacent to or some distance from the 
larynx. Neoplasms of the bronchus or oesophagus might 
cause paralysis in this way. Local malignant diseases caused 
early hoarseness as the only symptom when the site of the 
growth was on the vocal cord. Early treatment of these 
cases gave satisfactory results. If the growth was above or 
below the cord hoarseness was less common as an early 
symptom, the results of treatment were not as good, and 
metastasis to the lymph nodes took place earlier. 

Mr. J. F. Lipscoms (Petts Wood, Kent) read a paper on 
the non-malignant conditions of the larynx causing hoarse- 
ness. Of those conditions affecting infants, a high propor- 
tion also interfered with the airway and might seriously 
endanger life. Hoarseness as a sign of laryngeal disease 
was often preceded by alteration in the voice. The speaker 
mentioned the common laryngeal diseases according to each 
age group, and stated that paralysis of the left vocal cord due 
to involvement of its nerve supply by malignant mediastinal 
glands was the commonest cause of hoarseness seen by the 
laryngologist, if simple infections were excluded. 


SECTION OF PATHOLOGY 
Wednesday, July 11 


Fungous Diseases in Man 


With the president, Professor Dorotuy S. RusseLt (London), 
in the chair, Dr. R. W. Rippett (London) opened a dis- 
cussion on mycotic diseases, with particular reference to 
observations made in Britain. Recent work suggested that 
in dermatophytic infections chemical and physical differ- 
ences in keratin structure might play a part in determining 
its susceptibility to fungal attack and might help to explain 
the predilection of some fungi for certain body regions. 
Whereas the recrudescence of epidemic ringworm of the 
scalp which followed the second world war had abated, 


the increase in the incidence of Trichophyton rubrum infec- 
tions was now both apparent and real. The main reasons 
for concern about this pleomorphic infection were the 
possibility of permanent ungual disfigurement and the 
failure of all available therapeutic agents. The isolation 
of Microsporum gypseum from soil suggested a wider 
ecology for these fungi, whose habitat had hitherto been 
assumed to be either man or the lower animals. 

The speaker then examined some aspects of aspergillosis, 
which, apart from the allergic diseases, was the most im- 
portant pulmonary condition due to fungi in Britain. Asper- 
gillus fumigatus was a not infrequent secondary invader of 
already damaged lung tissue. Recent experience at the 
Brompton Hospital had indicated that in cavitating infec- 
tions the fungous growth could in some cases develop into 
a freely lying mycetoma giving a characteristic radiological 
appearance—a crescentic area of translucency could be seen 
around the mass. A form of bronchopulmonary aspergill- 
osis marked by recurrent pyrexial attacks, radiological 
evidence of collapse and consolidation, eosinophilia, and 
purulent sputum was now well recognized. Repeated 
exacerbations of the untreated condition were apt to 
lead to fatal status asthmaticus. 


Deep-seated Infections 


Professor ALEXANDER HaDpow (London), a vice-president, 
then took the chair. Professor W. St. C. SymMers (London) 
discussed some aspects of the deep-seated fungal infections. 
For convenience he grouped the deep-seated infections into 
those which were known to have been contracted in Britain 
(actinomycosis, nocardiosis, torulosis, histoplasmosis, mucor- 
mycosis, sporotrichosis) and those which had not yet been 
acquired naturally there (maduromycosis, North and South 
American blastomycoses, chromoblastomycosis, coccidioido- 
mycosis, and rhinosporidiosis). Climatic conditions might 
partly explain why certain of these infections were not indi- 
genous in Britain; the environment there was not suitable 
for the organisms to live free in nature, as saprophytes on 
vegetation or in soil. The speaker suggested that greater 
awareness of these diseases in clinical and laboratory prac- 
tice—and this required consideration in differential diagnosis 

would lessen the chance of missing cases. Some diagnostic 
problems and laboratory snags which he had encountered 
were mentioned. The speaker ended by summarizing four 
main points. First, any of the deep-seated fungal infections 
might be seen in this country, and physicians must be pre- 
pared to meet with cases of any of them at any time. 
Secondly, it was essential for the recognition of the deep- 
seated mycoses that they should be considered in the differ- 
ential diagnosis of a very wide variety of clinical conditions. 
Thirdly, while the diagnosis might be made on clinical 
grounds, and might have support from radiological studies, 
skin tests and serological reactions, biopsy, and particularly 
culture had by far the most important roles in confirming 
the diagnosis. Fourthly, it had to be remembered that 
primary malignant diseases of the lymphoreticular system— 
for example, Hodgkin’s disease—predisposed to the develop- 
ment of some of the deep-seated mycoses in this country, 
particularly torulosis. Finally, the speaker showed a series 
of coloured photomicrographs illustrating cases of these in- 
fections which he had seen in recent years in Britain ; the 
only infections not included in the series were South Amer- 
ican blastomycosis and chromoblastomycosis. 

These papers were followed by a general discussion, in 
the course of which Dr. A. G. SHera (Eastbourne) remarked 
on the discrepancy between sensitivity tests in vitro and 
clinical response. In answer to a question, Professor 
SymMMe_ers said that torulosis was not as infrequent as the 
small number of reported cases in this country seemed to 
imply. He himself had seen seven cases. Dr. E. CoLin- 
Jones (Brighton) remarked on the tendency of dermato- 
phytes to lose their identifying features on subculture. This 
observation was amply confirmed by Dr. RIDDELL. 

Dr. L. J. Rupinstemn (London) then illustrated some 
aspects of fungous infections of the central nervous system: 
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he described examples of pulmonary actinomycosis spread- 
ing directly to the spinal cord and, in another instance, 
metastasizing to the brain. Cases of metastatic frontal 
aspergillosis from a presumed pulmonary focus and of cere- 
bral mucormycosis in a marasmic infant were also briefly 
presented. An apparent increase in the incidence of systemic 
mycoses attributable to the extensive use of antibiotics, 
A.C.T.H., cortisone, and anti-leukaemic agents had recenfly 
been repeatedly emphasized in the American literature. 
Such an association had to be examined critically : the 
presence of debilitating states in diabetes, leukaemia, chronic 
renal disease, and marasmus predisposed to a systemic in- 
vasion by usually saprophytic organisms; there was no 
conclusive evidence that antibiotics could directly promote 
the growth of fungi. 


SECTION OF PLASTIC SURGERY 
Tuesday, July 10 
Visit to East Grinstead 


The Section meeting was held at the Queen Victoria Hos- 
pital, East Grinstead. Operations were demonstrated by 
Sir ARcHIBALD McINpog, Mr. F. T. Moore, Mr. C. R. 
McLaAuGHLIN, and Mr. JoHN Watson. Films were shown 
and visitors were taken round the Plastic Surgery Centre. 

Sir ARCHIBALD McINpoe (London) read a paper on skin 
cancer. African experience showed, he said, that basal-cell 
carcinoma of the skin was caused by exposure to sunlight, 
and that the possession of a dark skin protected against 
this, since Africans very seldom displayed it. On the other 
hand, Africans suffered equally with the white population 
from squamous-cell carcinoma. Squamous-cell carcinoma 
occurred in them, as in others, in sites such as old scars 
exposed to chronic irritation and trauma. Summarizing his 
experience of a total of 383 patients with skin cancer, he 
noted that 42% of 300 cases of basal cell cancer had had 
x-ray therapy for skin cancer or other conditions. Of 65 
cases of squamous-cell carcinoma 21% had followed x-ray 
therapy. Many of the recurrences were seen more than 
five years after treatment and would therefore be accounted 
cures by the radiotherapist. He considered that x-ray 
therapy was a curse rather than a blessing. If it had to be 
used in the treatment of skin cancer only a single dose 
should be given. The treatment of basal and squamous-cell 
carcinoma, with involvement of skin and subcutaneous 
tissues alone, should be excision and repair of the defect. 
With involvement of bone and cartilage, it should be ex- 
cision, observation, and late repair, if recurrence did not 
occur. The treatment was primarily surgical, and therefore 
the patient should be referred to a surgeon and not to a 
radiotherapist. The malignancy of melanosarcoma varied, 
and therefore the results of treatment were variable, but 
mainly poor. Lymph-node involvement did not always 
occur even in the presence of distant metastases. Regional 
block dissection should not be performed unless the glands 
were clinically involved. 

Mr. RAINSFORD Mow Lem (London) spoke on the treat- 
ment of common injuries of the face and hands. He 
stressed the need for urgent and expert attention to injuries 
in the home. If infection was prevented by early skin 
repair or replacement, deforming scars and possible loss 
of function could be prevented. Primary suture of nerve 
and tendon could be done by the expert. Skin loss in 
incised wounds was best treated by replacing the missing skin 
after removal of the subcutaneous tissue. This was particu- 
larly so in irregular loss on the face, in which accurate 
replacement was only possible if the missing piece was re- 
placed. Severed pieces should be kept for the surgeon. 
If a free graft on to the face was necessary, texture as well 
as colour was important. Women particularly objected to 
shiny skin, which could not be concealed by the usual 
methods. In domestic burns and scalds of the hands danger 
lay in oedema. Constriction of a digit was apt to be 
caused by wedding rings. If oedema was allowed to persist, 
fibrosis and restriction of movements occurred. Oedema 


should be reduced by gravity with the arm elevated above 
the shoulder. Malar depression produced by a blow to 
the face was sometimes masked by oedema. It should be 
discovered by clinical examination and radiography in the 
occipito-mental projection, and remedied immediately by 
elevation through an incision in the temporal hair-bearing 
skin. Falls on to roads could result in permanent pig- 
mentation by the implantation of particles of tarmacadam. 
This was largely preventable by immediate application of 
grease for ten minutes (butter if necessary), followed by 
washing with detergents, which would remove contaminants. 


Congenital Defects 

Mr. H. Ettior BLake (London) spoke on the surgery of 
certain congenital defects. It was necessary to introduce 
children with congenital defects to the surgeon when new- 
born so that future surgery might be planned. Children 
with cleft-palates with an alveolar defect needed immediate 
repair. If this was done the premaxilla could be rotated 
back and the action of the child’s musculature would aid 
in normal development. He preferred a simple repair of 
the defect. Others preferred to interdigitate the full thickness 
of the lip, but he felt that this sometimes gave a longish 
upper lip. Ectopia vesicae and more minor degrees of 
genito-urinary maldevelopment required a long-term sur- 
gical programme. Hypospadias was sometimes associated 
with a pinpoint urethral opening. This obviously required 
relief. There was often a blind epithelial passage distal 
to the urethral opening which could be demonstrated by a 
lacrimal probe, and which should be opened into the ure- 
thral opening while it was being widened. Plastic repair 
of the urethra should be done before the boy was 5 years 
old, so that he would not be teased at school for having 
to sit to urinate. He repaired this by a preputial hood 
transposed from dorsal to ventral surface which retained 
its attachments laterally. A ventral band in the penis 
was corrected at the same time. The final urethral opening 
might require narrowing to prevent splaying of the urinary 
stream. 

In webbed fingers the available skin was seldom sufficient 
to repair the fault. Free grafts were necessary. The web 
should be made from full-thickness skin, since otherwise 
it tended to creep distally. In cleft hand it was important 
to be sure that there was function in both segments before 
operation so as to provide a fully useful hand. It was 
necessary to demonstrate and preserve the digital neuro- 
vascular bundle during the operation. The modern opera- 
tion on batwing ears by reconstruction of the antihelix 
was a great advance on older methods. The excision of 
congenital haemangiomata was seldom justified, since they 
tended to spontaneous resolution by thrombosis and super- 
ficial infection. They should be excised only in anterior 
sites such as the orbital margin, where they would interfere 
with development of vision. It was useful to have serial 
pictures for use in convincing parents that the haemangi- 
oma was improving. 


Some Questions Answered 

A panel, presided over by Professor T. PoMrreT KILNER 
(Oxford) and consisting of Sir ARCHIBALD McINDoe (Lon- 
don), Sir Ketsey Fry (London), Mr. MICHAEL 
W. C. OLpFIeLp (Leeds), Mr. RAINSFORD Mow Lem (London), 
and Mr. P. H. Jayes (London), answered many questions. 
When asked whether he thought that the modern usage 
of x rays was not better than the old, Sir ARCHIBALD 
McINDoE reaffirmed his dislike of x-ray therapy and thought 
that the effects of smaller modern dosage could only be 
known in 20 years’ time. Asked the indications for injec- 
tion of sclerosant into cavernous haemangiomata, the panel 
agreed in disliking boiling water injections because of tech- 
nical difficulty in injection. Mr. OLpDFIELD would use other 
sclerosants, but others believed in leaving them all alone 
because a better scar resulted. The panel disagreed on 
immediate or late plastic repair after hemimandibulectomy 
for oral cancer. General considerations of age were 
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important, and if the growth was histologically less malignant 
early repair might be done, but the danger of recurrence 
was high, and therefore repair should be delayed. The 
plastic surgeons believed early repair of cleft palate neces- 
sary so that good speech could be achieved. Sir WILLIAM 
Kesey Fry believed that repair should be performed at 
3 years after the orthodontist had applied a splint to 
the teeth, thus preventing the surgeon from contracting the 
dental arch. Panel members doubted the possibility of 
treatment of wide areas of skin tattooing after gunpowder 
explosions, except by the use of cosmetics. It was difficult 
to get patients to use it, and isolation in hospital for a 
period of experiment and persuasion might be necessary. 
Mr. Ovprie.p said he would treat hypertrophic keloid 
scars by x rays. Sir ARCHIBALD MCINDoE said he would not, 
and would either do nothing, since they improved with time, 
or would try to rearrange the scar to lie along Lange’s 
lines. Mr. Jayes suggested that, if the hypertrophy had 
followed infection, excision might produce an improved 
scar. Mr. Mow em said he had injected keloid scars weekly 
with hyaluronidase and cortisone for six months without 
lasting benefit. The panel did not know why erotic sen- 
sation in the nipple was sometimes impaired after plastic 
operations on the breast. All members agreed that to 
decide whether a “cosmetic” operation should be per- 
formed by the National Health Service it was necessary to 
see the individual patients. They found difficulty in defining 
the term “cosmetic.” The final question concerned the 
state of research into skin homografting. Mr. MOWLEM 
said that the problems of homografting were similar, what- 
ever the organ concerned. So far as he knew no advances 
had been made recently. Mr. OLprie_p thought that a 
lead to research was that homografting on to people with 
agammaglobulinaemia was possible. 


THE SCIENTIFIC EXHIBITION 


Those who attend Annual Meetings have come to appre- 
ciate that a tour of the Scientific Exhibition is a small, palat- 
able course in postgraduate education. The exhibition, 
housed this year in the Corn Exchange, Brighton, attracted 
a steady stream of visitors whose interest amply repaid the 
hard work put in by the organizers of the individual stalls. 
The total space available for the exhibition was somewhat 
confined, so that the stalls were rather uncomfortably 
close together, but what the demonstrators lacked in 
“lebensraum™ was more than compensated for by their 
enthusiasm. 


Cancer 


A relatively large amount of space was devoted to neo- 
plasia, and cancer of the breast formed the subject of dis- 
play at four stands. The Royal Marsden Hospital and the 
Institute of Cancer have elaborated their exhibit, an out- 
standing success at Glasgow in 1954 and at Toronto in 1955, 
on the natural history, early diagnosis, and radical and pallia- 
tive treatment of mammary carcinoma. Particularly useful 
was the depiction of the use of hormones and pain-relieving 
drugs in late cases by the family doctor. The Royal Sussex 
County Hospital displayed the results of a policy of treating 
operable cases of breast cancer by radiotherapy alone, 
mastectomy being resorted to only when a mass was still 
present in the breast six weeks after completion of zadio- 
therapy. The Royal Marsden Hospital and the University 
of Glasgow separately presented demonstrations of the 
techniques for and results of destroying the pituitary gland 
in the treatment of advanced breast cancer. The Royal 
Marsden Hospital also offered information about the new 
telecaesium unit for radiotherapy and the special gun used 
for the implantation of radioactive gold grains to irradiate 
localized lesions. Finally, in the sphere of oncology the 
Royal Marsden, St. Peter's, St. Paul's, and St. Philip’s Hos- 
pitals illustrated the aetiology, symptoms, types, and treatment 
of bladder tumours. Graphs showed that 65%, of patients 
reported to their doctor within a month of their first attack 
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of haematuria, and the great majority of general practi- 
tioners referred the patient to hospital within a month of 
the first consultation. It was in hospital that the greatest 
delays occurred before the treatment of bladder tumours was 
begun. This was mainly due to incorrect diagnosis, inade- 
quate investigation, and administrative delays. More rapid 
diagnosis would lead to improved results in the treatment 
of bladder tumours. 


Diagnosis 

Diagnostic techniques were displayed by several hospitals. 
The Royal Free Hospital and the Medical Research Coun- 
cil’s V.D. Reference Laboratory marked the 50th anniver- 
sary of the discovery of the Wassermann reaction by ex- 
hibiting recent experimental tests for syphilis which use the 
Treponema pallidum itself as antigen. Leeds University and 
Leeds General Infirmary demonstrated laboratory aids in the 
diagnosis of mycotic infections, both superficial and systemic, 
occurring in Britain. The Glasgow Royal Infirmary por- 
trayed the scope of arteriography in general and its value 
in urology in particular, while the United Cardiff Hospitals 
exhibited the use of radiology in the systematic investiga- 
tion of the biliary tract. 


Surgery 


A special welcome among the surgical stands was extended 
to the sole exhibit from Canada. This display of the 
methods, complications, and results of radical herniorrhaphy 
was from the Shouldice Clinic, Toronto. The effects of 
prostatic obstruction were graphically set forth by St. Peter's, 
St. Paul's, and St. Philip's Hospitals and the Institute of Uro- 
logy. The exhibit of ulcerative colitis from the Gordon Hos- 
pital for Gastro-Intestinal Disease was centred round surgical 
treatment, but the natural history, diagnosis, and medical 
treatment were also illustrated. From the Churchill Hos- 
pital, Oxford, came a fine pictorial representation of con- 
genital deformities in infants and children, and their correc- 
tion. Four telling exhibits came from the Manchester Royal 
Infirmary, depicting the management of patients with 
haemorrhage from oesophageal varices (well illustrated by 
a film of a patient with “ flapping tremor”), supracondylar 
fractures in children, ocular injuries, and occlusive arterial 
disease. 

Of ophthalmological interest were the displays from the 
Sussex Eye Hospital of transparent acrylic implants and 
trephines and of contact lenses, and from the Royal Eye 
Unit, Lambeth Hospital, of the advantages of sedation with 
pethidine and chlorpromazine for ophthalmic surgery under 
local analgesia. Also from Lambeth (the Annie McCall 
Hospital) came an assessment of the value of this type of 
sedation in labour. Obstetrics was also concerned in a panel 
demonstration of the various tests carried out on antenatal 


| 
= 


21, 1956 


THE SCIENTIFIC EXHIBITION 


173 


MEDICAL JOURNAL 


1G.B.S. Photopress, Brighton 
Aids for the disabled. 


blood specimens (Southern B!o0d Transfusion Service) ; and 
a comprehensive and clear account of hyaline membrane in 
the neonatal lung (Queen Charlotte Hospital and the Insti- 
tute of Obstetrics and Gynaecology). 

Some aspects of rehabilitation were demonstrated at the 
stands set up by St. Dunstan's (showing how the blind may 
be helped), and by the Royal Sussex County Hospital and 
Cirencester, Pewsey, and Swindon Hospitals, which showed 
many ingenious mechanical and household aids for the dis- 
abled. In the orthopaedic field there was a display of 
medical apparatus from the Norfolk and Norwich Hospital 
for use in the traction-manipulation of disk lesions. 


General Practice 


Another welcome feature of this year’s exhibition were 
three displays of work in general practice. One of these 
demonstrated limb-holding apparatus for plaster-of-Paris 
splinting : it may be used in the patient's home or at the 
surgery by the practitioner working alcae. The South-east 
England Faculty of the College of General Practitioners put 
on a striking demonstration of epidemiological research in 
general practice, with particular reference to the investigation 
of the spread of winter vomiting disease in England during 
the autumn of 1954. Another exhibit demonstrated two 
common gluten-induced syndromes. 


Medicine 

Exhibits coming within the physician’s province were 
those depicting the contro! of blood pressure (Charing Cross 
Hospital), the modern treatment of genito-urinary tuber- 
culosis (Harefield Hospital and Institute of Urology), and 
spirochaetal dysentery (Eastbourne Hospital Group). 
St. Mary’s Hospital used man’s sensitivity to insects to 
illustrate different allergic responses, and the Canadian Red 
Cross Memorial Hospital, Taplow, demonstrated recent work 
on experimental allergic encephalomyelitis (induced by 
mixtures of tubercle bacillus residues and extracts of brain 
tissue) and its possible application to human neurological 
diseases. 

Pathology was represented by the illustrations of the varia- 
tions in the peripheral pattern in bronchography (Charing 
Cross and Brompton Hospitals), and by photomicrographs 
supporting the view that the plaques in coronary occlusion 
were not lipid infiltration but organized mural thrombi 
(Westminster Medical School). 


Services and Public Health 


The Royal Naval Physiological Laboratory gave an in- 
teresting survey of the development of methods of submarine 
escape. The Royal Air Force Medical Branch exhibited 
flying equipment of medical interest and apparatus used in 
otological work. There was also a demonstration of audio- 


metric methods from the Sussex Throat and Ear Hospital. 
The Princess Beatrice and Birmingham Accident Hospitals 
combined to indicate in forthright fashion the strong case 
for the compulsory use of crash-helmets by motor-cyclists. 
It was fitting that in the centenary year of the Society of 
Medical Officers of Health the London School of Hygiene 
should put on an excellent and entertaining survey of the 
history of the medical officer of health during the last 100 
years. Also of historical interest was the exhibition by 
St. Albans City Hospital of a skull about 1,600 years old 
found near that city. Finally, Family Doctor was respon- 
sible for a series of admirable tableaux demonstrating the 
golden rules of health. 


Special Pharmaceutical Exhibitions 


The Pharmaceutical Society of Great Britain had a most 
topical exhibition of the pharmacy of some hypotensive 
drugs, while the Association of the British Pharmaceutical 
Industry presented 20 large panels featuring a representative 
selection of significant recent advances in drug therapy. 

Each year the Scientific Exhibition increases in 
size and range. Each year also sees improvements in 
techniques of display, for although the tendency to crowd 
too much into too little space still lingers it is much less 
in evidence this year than formerly. It might be helpful 
to the visitor if the stands dealing with related subjects 
could be grouped together. The organizers of the exhibi- 
tion in Brighton can certainly be complimented on producing 
a display from which every visitor could learn something of 
value to him in his own sphere of medicine. 


B.M.A. FILM SHOWS 


An innovation at this year’s Annual Meeting was the 
exhibition of films from the B.M.A. Film Library. Nine 
films were shown in all—* Tuberculin Techniques,” “ Senile 
Obliterative Arteritis of the Legs,” “Sigmoid Rectum and 
Anal Canal Endoscopic Views,” “Some Aspects of Acces- 
sible Cancers—Breast,” “ Prosthex,” “ Microscopic Changes 
Observed in the Wings of a Bat,” “ My First Baby,” “ Gait,” 
and “ Breast Self-Examination.” The Annual Meeting has 
such a full programme that the arrangement of suitable 
times for film shows presents considerable difficulties. Per- 
haps more viewers would be attracted if a short précis of 
each film was printed in the official programme together 
with a note stating the type of audience, medical or lay, at 
which it is directed. There might also be some common 
theme to the three or four films constituting each pro- 
gramme. 

“ My First Baby” explains to the expectant primigravida, 
in exemplary fashion, the details of antenatal care and of 
the course of labour. It is an excellent film for showing to 
antenatal patients, but only such as have been booked for 
hospital delivery. The general practitioner enters the picture 
only to pen a note for the patient to take to hospital, and the 
scope of domiciliary midwifery, if any, receives no mention. 
Many obstetricians will envy the facilities and the furnish- 
ings of the hospital at which this film was made. Neverthe- 
less the film succeeds admirably in its specific purpose of 
educating and reassuring the primigravida. 

“ Gait,” another film made in Britain, is concerned with 
the effect of certain skeletal and muscular lesions on gait, 
and is designed for a medical, presumably undergraduate, 
audience. The colour is restful and the commentary a 
model of unhurried lucidity. 

“Breast Self-Examination,” which was filmed in the 
U.S.A. for the American Cancer Society, explains why all 
women should palpate their breasts once a month and 
demonstrates the technique of breast self-examination. 
Those who believe that education of the lay public is a 
powerful weapon in the fight against cancer will find this 
film eminently suitable for exhibition to women’s clubs and 
similar organizations. 


| 


174 Jury 21, 1956 


Correspondence 


Barris 
Jour: 


CORRESPONDENCE 


Because of heavy pressure on our space, correspondents are 
asked to keep their letters short. 


College of General Practitioners 


Sin.—The College of General Practitioners is developing 
so rapidly that it now needs a building of its own. Generous 
financial support, not only for construction but also in part 
for maintenance, is making this possible. 

Agreement in principle has been reached with the Presi- 
dent and Council of the Royal College of Surgeons for the 
long-term lease of a site on the south side of Lincoln's Inn 
Fields. Sir Edward Maufe, R.A., has kindly agreed to*act 
as consulting architect, and Messrs. Trehearne and Norman, 
Preston and Partners have been appointed architects. An 
approach is being made to the London County Council, 
prior to application for planning permission, and it is hoped 
to erect a fine building on this site by 1962.—I am, etc., 

W. N. PICKLEs, 

London, E.C.4 President. 


Vaccination Against Tuberculosis in Childhood 


Sirn,—Your leading article on vaccination against tubercu- 
losis in childhood (Journal, June 30, p. 1534) is encour- 
aging reading for those of us who have advocated that 
B.C.G. vaccination should be given much more widely 
than has been the practice hitherto in this country. The 
M.R.C. investigation’ which showed that as many as 40% 
of adolescents may be tuberculin-positive must make us 
realize that there is considerably more infection in the 
population than is revealed by the state of the tuberculosis 
registers and the official notification rates. Surely if B.C.G. 
vaccination is offered to school leavers there are no grounds 
in refusing it to the school entrants at the age of 5 and also 
to neonates. Any step that can reduce not only the death 
rate but the attack rate at any age is important if we are to 
get rid of tuberculosis in this country in the next few decades. 
It has been possible to reduce diphtheria and smallpox to 
the level of rare diseases. This state of affairs was brought 
about by a suitable propaganda drive and the development 
of adequate immunization techniques, in one case, and 
vaccination in the other. I believe that a similar state could 
be brought about with regard to tuberculosis, certainly 
among young people, by a suitable propaganda drive and 
the use of B.C.G. vaccination. | do not believe parents 
are prejudiced against B.C.G. vaccination because of the 
slightly longer persistence of the lesion in neonates. It has 
been my experience that in many instances mothers bring 
their other children to the chest clinic after the elder child, 
a school leaver, has received B.C.G. vaccination ; but if we 
interpret the instructions from the Ministry quite literally 
B.C.G. vaccination cannot be given to these children. 

Although the figure, 650,000 annual births, may seem 
large when considering vaccination of neonates, it is really 
a challenge to the clinical and preventive side of the Health 
Service. Surely vaccination could be given to all babies 
born in hospital and to those born at home when they 
attend the baby and infant welfare clinics. The district 
nurse and the midwife would be valuable in spreading the 
propaganda. The school medical officers could visit créches. 
General practitioners would be only too happy to cc-operate 
in giving the vaccination, especially if the new British freeze- 
dried preparation is made available. Admittedly this effort 
will not embrace all the babies born, but in the course of 
time other infants would be brought to the chest clinics, 
and by the age of 5, when children go to school, I believe 
about only 20% at the maximum would be in need of 
vaccination. 

If the children, once they had been vaccinated, had 
routine tuberculin tests, preferably annually but certainly 
at their school medical exarninations, it would be possible 


~ 


to find how many had reverted to the Mantoux-negative 
state, and it would also be possible to find children who had 
acquired exogenous infection. 

The opponents in this country of B.C.G. vaccination have 
said that there has never been a suitably controlled trial. 
The M.R.C. work is the answer. Now let us act upon it 
and give B.C.G. vaccination to all suitable children under 
the age of 14 and also to any over this age who are dis- 
covered to be Mantoux-negative.—I am, etc., 


London, S.E.5 KENNETH MARSH. 


REFERENCE 
1 British Medical Journal, 1956, 1, 413. 


Sir,—I was interested in your leading article on vaccina- 
tion against tuberculosis (Journal, June 30, p. 1534). You 
mention: “ One of the main disadvantages of mass vaccina- 
tion in adolescence is the substantial proportion of children 
~—as many as 40% in the Medical Research Council's investi- 
gation—who are found to be positive reactors to tuberculin 
and who form a large group in which tuberculosis cannot be 
prevented by prophylactic vaccination.” 

The figure of 40% concerns tuberculin tests carried out 
from 1950-2. It is probable that the present percentage 
of tuberculin-positives in this 14-year age group is consider- 
ably less. Figures for Cornwall, given in the table below, 
show a marked decrease in tuberculin sensitivity for the 
past four years. 


Year Area Tuberculin Percentage B.C.G. 
Concerned Tested Positive Vaccinated 
1953 West Cornwall 2,075 39% 1,243 
1954 Cornwall 2,597 20% 2,005 
1955 3,197 17 2,518 
1956 3,110 | 14-9%, 2,52 


Though much is to be said for B.C.G. vaccination of the 
tuberculin-negatives at the age of 5, I would hesitate to 
introduce anything which might prejudice the present 
scheme, for which there is an acceptance rate of a little 
over 90% and which ensures protection for the most 
important years.—I am, etc., 


Truro. 


E. R. HARGREAVES. 


Si,—In your leading article (June 30, p. 1534) the writer 
makes a case for vaccinating tuberculin-negative school- 
children at school entry. In the same article he quotes the 
total of notifications of tuberculosis (all types) as follows: 
ages 0 to 4, 1,916; 5 to 14, 4,085; 15 to 24, 10,752. If 
B.C.G. is to offer a 50% protection rate for ten years, then 
it would seem that the obvious time to vaccinate is at 15. 
If the vaccine is to give protection for far longer, why 
begin at 5? Why not vaccinate at birth ? 

We can see that as far as our present knowledge goes 
there is a good case for confining vaccination to the con- 
tacts, special-risk groups, and school leavers, while using 
the tuberculin test on younger schoolchildren as an indica- 
tion of infection rates and as a pointer to infectious cases. 
In fact, if vaccination at school leaving is to be the policy, 
we consider the tuberculin testing of younger schoolchildren 
and subsequent case finding obligatory. Alternatively, we can 
see that there is a case for vaccinating all children at birth 
in order to get maximum protection in the community. 

Except the argument of administrative convenience, we 
can see no good case for vaccinating children on entry to 
school. 

Since rates of infection vary from area to area, it is 
likely that there are some areas where the rates of infection 
are very low. How low must infection rates become before 
B.C.G. vaccination is considered unnecessary ? We believe 
that where infection rates are less than 1% per annum it 
is better to use recurrent tuberculin testing than mass B.C.G. 


vaccination.—We are, etc.. 
CHARLES J. STEWART. 
Ipswich DAVID VAN ZWANENBERG. 
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NEW dramatic aid to psychotherapy 


Pacatal 


9-(1-methyl-3-piperidylmethyl) phenothiazine. 


a powerful yet safe tranquillizing drug 


Clinical trials in many countries have proved 
PACATAL to be highly effective in mental 
disturbances ranging from the psychoneuroses 
to the psychoses. In mild or severely disturbed 
states . . . anxiety, restlessness, excitement 

and abnormal behaviour . . . PACATAL reduces 
tension, makes the patient quieter, less 

confused — but still alert, objective, 
co-operative, amenable to psychotherapy. 


PACATAL is of very low toxicity, and the 
side-effects which may accompany the use of 
phenothiazine drugs—such as skin rashes, Parkin- 
sonism, orthostatic collapse, tachycardia, and 
blood dyscrasia—are very seldom encountered 
after its administration. As a further safeguard 
PACATAL is rapidly absorbed and quickly 
eliminated, thus ensuring against cumulative 


dangers. 


rodta is available in tablets for oral administration 7 
ee and ampoules for parenteral use. 


Tablets 25 mg. (PACATAL base in form of hydrochloride) 


in bottles of 50 and 500. 
Ampoules 2 ml., 25 mg./ml. (PACATAL base in form of acetate) 


in boxes of 10 and 50. 


WILLIAM R. WARNER & CO. LTD., POWER ROAD, LONDON, W.4 
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It is true that no other cheese is like St. 
Ivel, not only is this because no other cheese 
has the delicious Cheddar flavour and creamy 
texture, but also because it is the only cheese 
containing Lactobacilli in active torm. 

The reason for this is that instead of using 

: an ordinary cheese starter of lactic strepto- 
cocci, a culture of specially selected strains 
of Lactobacilli is used. The cultures are 
maintained by professional bacteriologists 
with specialized knowledge of bacterial 
selection and genetics. 

Great importance is attached to this aspect 
and to the nutritional requirements of the 
Lactobacilli so as to maintain the activity of 
the culture in the cheese after manufacture, 
and to ensure maximum therapeutic value. 


Special hospital packs available. 


Communications should be addressed 
to: The Director, Central Labora- 
tory, Aplin & Barrett, 


Where 


vitamin 


1S 


indicated 


. .» Delrosa Rose Hip Syrup provides Vitamin C in 
a convenient form. It is readily tolerated by babies, 
and children of all ages find it extremely palatable. 
Delrosa is made from rose-hips, the richest source of 
Natural Vitamin C and contains nearly three times 
as much Vitamin C as Blackcurrant Syrup B.P.C. 
and three times as much as Fresh Orange Juice. 


Every fluid ounce of Delrosa contains 57 mgms. of Vitamin C. 


We shall be pleased to send a full size 
bottle for clinical trial, on request. 


ROSE HIP SYRUP 


SCOTT & TURNER, ANDREWS HOUSE, NEWCASTLE-UPON-TYNE, 


: 
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Diarrhoea and Vomiting 


Sirn,—The epidemics of “ D. and V.,” such as we used 
to have towards the end of every summer when I first went 
to Guy’s Hospital as a student in 1924, are now fairly rare ; 
and when outbreaks or odd cases do arise, despite the vastly 
improved hygiene and relative opulence of to-day, the 
patients’ chances of recovery are no longer hopeless, as they 
were nine times out of ten in those days—far from it, for 
there is often a choice of several treatments nowadays, all 
nearly equally effective. 

That was a disease of older infants—6 to 18 months or 
so—a true “cholera infantum,” though the cholera vibrio 
threw in its hand when its watery hiding-place was 
revealed in the “ Broad Street pump” outbreak of 1854. 
To-day it is older children and adults who suffer most from 
intestinal infections and other disorders, among which ulcera- 
tion ranks increasingly high. And though non-cancerous 
deaths are falling, with some disappointing exceptions, the 
functional disorders, many of them seriously disabling, are 
getting an upper hand. Nor are the infectious, or infective, 
catarrhs—those that attack the alimentary tract’s mucous 
membranes—by any means overcome. We in Tonbridge, 
a country town of 20,000 inhabitants, with a famous 
boarding-plus-day public school for boys, have only lately 
been passing through a short but unpleasant example of (?) 
infective gastro-enteritis, and its cause remains unknown at 
the time of writing. Nevertheless, it illustrated well the 
snags of management—i.e., of keeping the symptoms under 
control till nature had worked a cure, with whichever chemi- 
cal and physical aids the medical attendants favoured. For 
this was an ailment where recovery was as certain as any- 
thing can be in this uncertain world ; and the doctors’ main 
problems circled round that of, “Which drug firm shall 
we back? That famous and familiar one? Or one of 
the comparatively tiny but often deserving newer names, 
which sometimes make us think for ourselves ? ” 

Having a colostomy myself, I can speak with feeling, if 
not with authority, about diarrhoea cures. And a resident 
household of three others, one a schoolboy, taught me much 
about sickness, in both senses, and about other aspects of 
diarrhoea. I came to a few solid conclusions, though 
Statisticians may question their bases. For the sickness, it 
seemed, only a hot bottle or electric pad, or blankets heated 
before the fire, and a few sips of some fizzy sweetened 
drink, were worth their trouble (we'd have felt differently 
if faced with real dehydration, no doubt). But for the 
diarrhoea there are now some genuine and unobjectionable 
—even non-poisonous—medicaments ; about four, if I may 
classify a bit. They are: 


(1) Opiates——Morphine } gr. (16 mg.), perhaps repeated 
once but once only, may check the diarrhoea while vomit- 
ing is still being troublesome ; nothing (or hardly anything) 
else will, so this may be justifiable in the early stages ; 
later on, a few minims of tinct. opii by mouth is surpris- 
ingly effective and leaves no bogy of addiction (a much 
overrated spook, I know). Make it tinct. opii 3-5 min. 
(0.2-0.3 ml.), kaolin 60 gr. (4 g.); aqua chlor. to the ounce 
(28 ml.); for that may save the patient trouble with the 
poisons rulers. Otherwise I would not include kaolin among 
medicamenta vera. 

(2) Sulphaguanidine.—Old-fashioned ? If so, incidentally 
so ; for I am certain that this has a pharmacological binding 
action that “ sulfasuxidine * and “ sulfathalidine” have not 
got. It begins to bind, in fact, before it can have started 
killing off the pathogenic bacteria. Of this I have satisfied 
myself. 

(3) Methyl cellulose, or “ celevac,” in granules, please ; 
for the tablet form does not work so well in most people. 
I am medical adviser to the English makers of this cellulose 
derivative, but I got the job because I had found the 
granules worked so well on me, and not the other way 
round. So, though I am biased, my opinion still holds water. 
These are taken with as little liquid as is practicable (one 


or two tablespoonfuls), and the dose is a drachm (4 g.) or 
two night and morning or more often if necessary. 

(4) Aspirin.—Few people seem to remember the slight but 
definite constipating action of aspirin. It irritates the mouth 
and stomach, etc., yes ; but very slightly, and it does more 
good than harm, always provided you have no gastric 
or duodenal ulcer liable to bleed. If you have, try more 
celevac and keep far away from aspirin and all the salicyl- 
ates, or it will bleed forthwith and for certain.—I am, etc., 


Tonbridge, Kent. E. CLAYTON-JONEs. 


Early Management of Poliomyelitis 

Sirn,—Dr. E. G. Brewis in his article, “ Early Manage- 
ment of Poliomyelitis” (Journal, June 30, p. 1539), makes 
a number of statements with which few, I imagine, of his 
colleagues engaged in the treatment of this disease would 
agree. In particular he writes that when the diagnosis of 
poliomyelitis becomes probable “there may be a natural 
desire on the part of the family doctor, aided by pressure 
from the relatives, to send the patient to hospital. This 
course must be firmly resisted . . . hospital admission has 
nothing to offer the patient which cannot be done in the 
ordinary decent home. This should be emphasized because 
so often the parents . . . and occasionally the doctor him- 
self, believe that something can be done in hospital which 
may make all the difference to the patient’s chances. In 
many instances the reverse is true” (the italics are mine). 

Your contributor may be trailing his coat, or perhaps 
doffing his bonnet to give a bee an airing, but, if he is 
serious, may I say that I regard this as most dangerous 
and irresponsible advice ? Polio is one of the most insidi- 
ous and unpredictable of all diseases, and nobody can 
possibly foretell what will happen in any given case. In 
one, paralysis may spread from head to foot—or from foot 
to head—in 24 hours; in another, paralysis may appear in 
one limb and then come to a halt for a day or two, only to 
return with a devastating rush when all danger appears to 
be past. In a third it may spread steadily but slowly for a 
week. No two cases are alike, and the only confident predic- 
tion one can make is that as soon as the process has begun 
anything may happen. 

In these circumstances it seems incredible that anyone 
should counsel delay in bringing the patient under skilled 
and continuous observation as soon as possible. Such delay 
is undoubtedly responsible for so many of the lamentable 
results in the treatment of bulbar and bulbo-spinal cases 
reported by your contributor and others. Far too many of 
these patients arrive in hospital already hopelessly compro- 
mised—half-drowned in their own secretions, or having 
vomited and inhaled the vomit. Even in hospital, unless 
constant supervision is exercised, bulbar paralysis in par- 
ticular may elude detection until serious damage has 
occurred. 

There is a further consideration. The gravest disability 
from which the recovered case can suffer is paralysis of 
respiration in whole or part. Many believe that this can 
be minimized by giving assistance to the threatened neurones 
at the earliest possible moment. As soon therefore as any 
detectable weakness of respiration or significant fall in vital 
capacity appears, the patient is put in a respirator in the 
hope that by taking the load off the intercostals and dia- 
phragm more of their capacity may be retained than if the 
relevant neurones are allowed to reach the point of ex- 
haustion before relief is afforded. Results would appear 
to justify this approach. 

There are other statements which one receives with some 
surprise, as, for example, that “ the physical stress of ambu- 
lance journeys . . . may be a deciding factor in initiating 
paralysis.” What evidence exists—or can possibly be 
adduced—to warrant such an assertion? But in any event, 
in direct contrast to Dr. Brewis, I would say to the family 
doctor: “ As soon as you have made the diagnosis of polio- 
myelitis, and especially if paralysis has appeared, get him 
into hospital as soon as possible, for he is launched on a 
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process of which nobody can foresee the end. If you wait, 

and above all if you wait until early signs, for example, of 

respiratory paralysis as detailed by Dr. Brewis appear— 

i.e., ‘restlessness, rapid, shallow respirations, increasing 

cyanosis and distress "—then you can be sure that you have 

waited too long.”—I am, etc., 
Isleworth, Middlesex 


High-grade Defectives 

Sir,—Dr. J. Newcombe (Journal, June 23, p. 1487) has 
raised a matter of great importance to all oligophrenicists 

if | may be permitted to start a hare for the linguistic 
purists. The solutions he offers for this problem are at first 
attractive, but a few points seem to need closer scrutiny. 

I suggest that it is misleading to speak of the period of 
detention in relation to the severity of the crime—this has 
merely served to bring the case to light much later than 
should have been. Surely the length of detention must 
depend entirely on the time needed for treatment. Dr. 
Newcombe says these patients are not admitted primarily 
because of their mental deficiency but because of super- 
imposed behaviour disorder and instability. While this is 
certainly true in many cases, are not the behaviour disorder 
and instability part of the deficiency, rather than super- 
imposed upon it, in many others? And is it not true that 
these cases, which usually have an abnormal E.E.G. record, 
do not respond quickly to treatment ? 

Some aspects of this problem bring to mind the old 
controversy about neurosis centres and mental hospitals, the 
problem of sheep and goats. While we must admit that our 
low-grade patients will always fall into the latter category, 
can we be sure that all those of high grade will not? What 
is to happen to the high-grade patients who do not respond 
to treatment as quickly as we hope? Will they not either 
block admissions to the special hospital or approved school 
set aside for them, or suffer a therapeutic set-back when 
transferred to an ordinary mental deficiency hospital ? 

It is not easy to find a solution to this problem, but on 
the whole I feel it lies in the correct planning and adminis- 
tration of the mental deficiency hospital rather as a group 
of small special hospitals within its precincts, in the discard- 
ing of diagnostic labels, and in the more energetic use of 
hostels and licence.—I am, etc., 

Morpeth C. Guy MILLMAN. 


G. E. Breen. 


Sir,—Following the recent discussion in your correspon- 
dence columns (Dr. J. Newcombe, Journal, June 23, p. 1487, 
and Dr. Z. P. Fernandez, June 30, p. 1546) it may be of 
interest to consider the special problems of the mentally 
defective juvenile. Frequently the high-grade mental defec- 
tive comes into conflict with the law during adolescence. 
As an educationally subnormal pupil he adapts fairly well 
at-either a special school or, with special considerations, at 
the ordinary school. Social adaptation breaks down fre- 
quently when the juvenile is faced with the responsibility 
of earning and spending money, with decisions regarding 
personal relationships outside the family. The discrepancy 
between the retarded emotional and intellectual maturation 
and the needs of normal physical development creates ten- 
sions which often seek outlets in socially harmful activities. 
Stealing and sexual misdemeanour are the usual charges 
which bring the mental! defective juvenile before the court. 
The inability to compete at work and to withstand the desire 
for pleasure and possessions leads to a situation of drifting 
about, following momentary impulses. 

These adolescents need permission to mature slowly in an 
environment that: provides training and guidance according 
to their individual need and capacity. Self-reliance may 
not be reached until the twenties, and sometimes sheltering 
conditions may be required much longer. Detention in an 
institution rarely meets their need. Their failure of social 
adaptation is largely related to the complexity of modern 
urban life and would be less disturbing in a small family- 
like or village community. In strictly supervised institu- 
tional care incentives for responsibility and self-reliance are 
few and maturation may be further delayed. Treatment of 


the juvenile high-grade mental defective implies education 
and training rather than care and detention. This need 
may be met by a special Order, such as recommended by 
Dr. Newcombe. The Order would need to remain in 
force until education and training have reached the stage 
when the young person is considered fit to live indepen- 
dently. Hostels rather than hospitals are required for such 
training. 

Special consideration of the position of unmarried mentally 
defective mothers seems necessary. Because of the girl's 
inability to fulfil the role of mother unaided, separation 
from the child is most frequently advocated. One may 
question whether this is the right step for mother and child. 
Mentally defective girls are often very affectionate and 
quite prepared to give their infants loving attention. The 
care for the child may have a beneficial effect, increasing 
steadiness of moods and aiding emotional maturation. The 
girl cannot, however, take on maternal responsibilities 
without provision for material security and guidance. It 
may be considered useful—and ultimately a means of 
saving public expenses—if hostels were provided for these 
young mothers and their children where they could receive 
training in mothercraft and become dependable. The child 
would thus receive its mother’s care and perhaps a number 
of misfits in fostering and adoption could be avoided.— 
I am, etc., 

Winchester. L. ROSENBERG. 


Gases Administered in Artificial Respiration 


Sir,—I have read with the utmost interest the abundant 
correspondence issued from the publication of “Gases 
Administered in Artificial Respiration” by Dr. K. W. 
Donald and Professor W. D. M. Paton (Journal, February 
5, 1955, p. 313). In order to convey additional informa- 
tion in the controversy, may I inform you of an extract 
of an article, summing up my own experimental researches ?' 

In January, 1945, the U.S.A. War Department diffused 
a bulletin entitled: “Treatment of Respiratory Depression 
and Asphyxia.”’ It stated in particular: 


“For many years carbon dioxide or carbon dioxide-oxygen 
mixtures have been employed in the treatment of asphyxia neona- 
torum, asphyxia from carbon monoxide inhalation, asphyxia from 
drowning, and other conditions in which the patient is not breath- 
ing or in which respiration is severely depressed. Evidence is 
now available to show that such a procedure is not rational and 
is associated with certain dangers. 

“Tt has long been known that carbon dioxide will produce 
narcosis, and recent investigations have emphasized the dangers 
associated with the use of this agent when the respiratory centre 
is depressed. When administered for a short time in weak con- 
centrations, it does increase the depth of respiration. This same 
effect is not exhibited when the centres of respiration are 
damaged, when the concentration of this gas is high, or when 
it is used over a prolonged period of time. .. . In asphyxiated 
patients the blood oxygen concentration is almost nil, but the 
blood carbon dioxide level is elevated above normal. Since in 
these patients carbon dioxide no longer acts as a respiratory 
stimulant but is actually a respiratory depressant, there is no 
rational basis for its administration. This is also true in cases 
of severe carbon monoxide poisoning, for medullary damage is 
present in all states of severe anoxia. For these reasons the use 
of carbon dioxide as a respiratory stimulant is dangerous. The 
carbon dioxide level in the blood will adjust itself if oxygen is 
supplied in adequate amounts to the tissues. This has been 
demonstrated to be true both experimentally and clinically.” 


In 1952 David B. Dill, Chief of the Medical Services of 
the Army Chemical Centre, U.S.A., questioned many re- 
suscitation experts about it.” The inquiry showed that 
“ carbogen " was gradually abandoned for pure oxygen, and 
that now the mixture is practically never used. The author 
concluded thus: “It is recommended that the admixture 
of carbon dioxide with oxygen for artificial respiration be 
abandoned.” 

When those documents came to our knowledge we were 
extremely surprised, considering the favour carbogen has 
enjoyed for more than 30 years. We made up our minds, 
therefore, to form an opinion of our own by operating in 
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the following way: dogs, after anaesthesia, were asphyxiated 
by different processes (drowning, strangulation, COs, or CO 
poisoning, etc.). When breath stopped and before reaching 
the critical value of blood pressure, we applied artificial 
respiration, either with air, oxygen, or carbogen. Inhala- 
tions were pursued for a certain period of time with the 
chosen gas. We made the usual records of respiration and 
circulation. Blood was analysed as to its content of oxygen 
and carbon dioxide, its density, pH, alkali reserve, free COx, 
haemoglobin ; in short, we made our inquiry as thorough 
as possible. In no case, out of about 50 experimented dogs, 
did we find carbogen superior to oxygen alone. 

Those results were observed in all the various kinds of 
asphyxia, even in carbon monoxide asphyxia, which was 
always considered as the major indication for carbogen. 
In that particular case we actually did not notice a faster 
elimination of carbon monoxide if carbogen was adminis- 
tered instead of oxygen. The same fact, too, had been 
already claimed by other authors—namely, by Walton et ai.,* 
Teleky,’ and Schwerma et al.* However, unlike the Ameri- 
cans, we did not notice any harmful effect of carbogen. And 
SO we quite agree with them that carbogen should be 
withdrawn from resuscitation kits. 

Moreover, this measure will have further advantages. 
Carbogen is more expensive than oxygen and its supply 
is difficult in the provinces. Oxygen can be easily provided 
on account of its many applications in industry. Lastly, 
carbogen is contraindicated in some cases, such as intoxica- 
tions by CO: (wells, fermenting vats, COz2 fire-extinguishers 
more and more widely spread, etc.), intoxications by lung 
irritants (chlorine, phosgene, nitrous fumes, etc.). If 
resuscitation kits do not include carbogen, there is no 
danger of an unwarned rescuer using it when contraindi- 
cated. He will but dispose of oxygen, which proves useful 
in any type of asphyxia.—I am, etc., 

Paris P. E. M. Genaup. 
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and 157. 
Accidents with Injections 


Sir,—It is, perhaps, a pity that Dr. C. F. Scurr does not 
qualify his statement that the aspiration test should always 
be used before subcutaneous injection, in his excellent article 
on accidents with injections (Journal, June 2, p. 1289). Dr. 
Scurr, in an earlier passage, writes of the possible danger 
of infection during mass inoculation. In a previous letter 
(Journal, July 30, 1955, p. 323) I suggested that when an 
aspiration test was made the danger of infecting the syringe 
thereby entailed using a fresh sterile syringe for each injec- 
tion. Methods now advocated for mass inoculation aim at 
avoiding re-sterilization of the syringe, as this presents a 
grave practical problem, and are thus mainly concerned with 
preventing that back flow of blood or tissue fluid into the 
syringe which an aspiration test encourages. The method 
of Fleming and Ogilvie’ and the purpose of the specially 
designed syringes of Gross’ and Voorhorst’ might be brought 
to naught by an aspiration test, and the valve described by 
Gispen* of course renders such a test impossible. 

If it is decided, in respect of any immunization agent, that 
in spite of every precaution other than aspiration the risk 
of entering a blood vessel is still too great to be accepted, 
recent methods directed towards avoiding syringe con- 
tamination are also unacceptable when injecting such 
material. Three courses then lie open to the mass inocu- 
lator. First, he may use a freshly sterilized syringe (not only 
re-sterilize the needle) for each person: the demands on 
time, manpower, or equipment (or on all of these) will be 
excessive. Secondly, he may ignore the risk of transference 
of infection which aspiration presents: the taking up of 
many doses into the syringe at each filling might then be 
permitted, since fear of aspiration, though admittedly after 
raising the pressure in the subcutaneous tissue, is the 
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accepted bar to doing so. It might even be thought that, if 
the risk of infecting the syringe is being taken, there is no 
need to re-sterilize the needle. This, of course, would be a 
false argument, since infection of the needie, either outside 
or inside, might occur in cases where, in spite of suction, 
the syringe remained sterile. Even without such an un- 
warranted extension, I doubt if many doctors would accept 
this second alternative, and I am sure Dr. Scurr would not 
be among them. Thirdly, the inoculator may give up injec- 
tion by needle and syringe in favour either of needleless 
injection by high velocity jet or of intradermal multi- 
puncture. I would suggest that it is indeed along such 
lines that progress will be made, but the former method 
needs development of equipment, while the latter must first 
be shown to be immunologically effective. While syringe 
and needle are used I feel that the precaution of withdraw- 
ing the plunger (aspiration test) before injection must be 
forgone during mass inoculations.—I am, etc., 
London, S.W.1. G. T. L. ARCHER. 
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Divine Healing 


Sir,—It is necessary to distinguish between divine healing 
and faith healing. The former, according to the terms of 
reference to the B.M.A. investigating committee, was in- 
tended to mean, I understand, the healing of patients, by 
divine intervention in answer to prayer, who are suffering 
from incurable diseases such as inoperable carcinoma. Such 
healing is beyond explanation by any of the ordinarily 
recognized “ laws ” of scientific medicine, but, as Dr. Jane H. 
Thompson suggests in her excellent letter (Journal, June 9, 
p. 1363), it is not impossible to believe that there are 
spiritual laws beyond “ the physical and mental which keep 
people in health or cure them when they become diseased.” 
This is what I would suggest as healing in the third dimen- 
sion and was practised by our Lord and His apostles. One 
thinks of Einstein’s revolutionary discovery and those who 
found that the atom was a little electric world in which was 
pent up the most appalling, and hitherto undreamed of, 
power. Similarly, our Lord and His apostles were evidently 
in possession of almighty power in the spiritual realm, the 
third dimension. 

The letter of Dr. Nigel Loring (p. 1363) fails utterly to 
allow for this possibility, and his “blind faith” is an un- 
fortunate expression and a confession of his own myopia. 
The definition of “ faith ” (in Hebrews xi. 1) is “ the substance 
of things hoped for, the evidence of things not seen.” He 
also speaks of “ observation and experiment” as if the true 
scientist would ever be so smug and complacent as to think 
that present knowledge was final. Keen Christians are per- 
plexed, however, when they find their faith and prayers ap- 
parently unrewarded. I think that one must go on in faith 
and prayer, committing our case, whether curable or in- 
curable, to God, believing in His eternal purpose for good 
for all who acknowledge His presence in all departments of 
their lives. Prayer will be answered undoubtedly in one of 
two ways—that is, either by cure of the disease or by grace 
to bear it. 

Prayer and faith must not be divorced from the use of all 
available medical and surgical services. For surely the latter 
are intended to create better conditions for healing, which 
is ultimately always divine. If the surgeon removes a gan- 
grenous appendix, or sews up a gastric perforation, the heal- 
ing of the wounds is entirely by “ nature "—which is only a 
word used so often to avoid acknowledging the God who 
is the author of the laws by which “ nature ” works. Look- 
ing at it this way, let us acknowledge at once that all heal- 
ing is divine, in the last analysis. As to “ faith healing,” 
this may be simply and solely a psychological phenomenon. 
The faith may be in a man, or a charm, or a grotto, 
or a “saint,” or a mere superstition, nothing divine 
about it. It works in functional disorders; and, now 
that psychological medicine has developed into a special 
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branch during the last 30 or 40 years and the region of 
the human mind has been explored, the laws of mental 
healing are known, and dramatic cures are no longer looked 
upon as “ miracles.” But the “lay” mind would still think 
a “ miracle ” of healing had been performed if, for example, 
a girl with hysterical paralysis were suddenly cured by mind 
therapy. 

The need for this kind of therapy is surely evident ; for I 
understand that 50% of the beds in this country are occupied 
by mental cases. The strain and stress of modern life 
(hurry and worry, domestic, social, economic, and business 
anxieties) seem to be having a serious influence on the 
nervous system via ductless glands, upsetting function and 
possibly leading to organic disease. One thinks of toxic 
goitre, hyperpiesis, coronary disease, and afflictions of the 
nose, bronchi, oesophagus, colon, bladder, and stomach. 
Duodenal ulcer is commonly associated with nervous tension, 
and this must be considered in treatment. These considera- 
tions seem to indicate the great importance of mind treat- 
ment, which is in the second dimension. We have been 
very slow to appreciate the fact that thinking can be damag- 
ing even to the physical body. “As a man thinketh in his 
heart, so is he.” Compare our quite recent recognition of 
the importance of the blood—the circulation being discovered 
by Harvey in 1615. Yet 4,000 years ago it was written : 
“ The life of the flesh is in the blood”; “ The blood is the 
life.” 

So it is that few medical men understand the things of the 
third dimension—the spirit, which again is superier to the 
mind and exerts a profound influence on a man’s thoughts. 
If the B.M.A. called for evidence of revolution and recon- 
struction of character through faith in Jesus Christ, there 
would be tens of thousands of indisputable testimonies. 
Those who have experienced this “miracle” might be 
excused for expecting “ miracles ” in the lower dimensions of 
mind and body—that is, healings of the mind and body out- 
side scientific psychological and physical experience—such 
as occurred in the days of our Lord and His apostles. This 
is what we mean by divine healing. 

I would not deny the occurrence of such miracles, but most 
will agree that they are very rare. And why? I can think 
of two reasons. One is, as I have indicated already, that it 
is divine guidance that has led us to the wonderful dis- 
coveries which enable us to enjoy to-day such health and 
healing, which we attribute to “nature.” The other is that 
a study of the scriptures indicates that in this world of sin 
and death the righteous suffer with the wicked until such 
times as the “curse” is removed from mankind and all 
nature is redeemed and restored to life incorruptible. In 
dealing with the supernatural, one must consider divine 
revelation : for until we understand what is already well 
known in experience in the spiritual realm we shall never be 
able to discuss these things intelligently or make further 
progress. The atheist, agnostic, and sceptic have neither 
part nor lot in this matter.—I am, etc., 


Chigwell N. BEAatTTie. 


Sir,—I can assure Dr. M. Curran (Journal, June 30, 
p. 1545) that by no means all his co-religionists, whether 
priests or doctors, adopt his own attitude of intransigence 
in the matter of co-operation with clergy of other Christian 
denominations and with non-Roman doctors. He may not 
be aware that in quite a number of districts where doctors. 
clergy, and ministers are established as a group and meet 
regularly for discussions, etc., the local Roman Catholic 
priest is also to be found taking his part in the giving of 
lectures and contributing to the discussions. In many cases 
Roman Catholic doctors are participants in such group 
meetings. 

It is significant also that in The Doctor's Profession 
(S.C.M. Press), first published in 1949, the editor should 
have occasion to remark in his preface that “this book 
is the fruit of the work of a group which was almost equally 
composed of Roman Catholics and non-Roman Catholics, 
with a slight preponderance of the latter. It is worth record- 
ing that this was not planned from the outset. It merely 
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hat people who were deeply concerned about 
these questions were to be found both among Roman 
Catholics and other Christians. The members of the group 
found also that they were able to discuss many controversial 
questions without either suppressing their own point of view 
or exaggeratedly emphasizing it.” In neither of the circum- 
stances cited above did the Roman Catholics who partici- 
pated feel that they would “be giving recognition to the 
beliefs of the English Church as a spiritual body and would 
be denying our own faith.” : 

The Roman Catholic doctors invited to submit evidence 
before the (Anglican) Archbishops’ Commission were in no 
danger of being led astray by “ heretics ”: they were merely 
being asked to express their opinions on certain facts, and 
it would be natural for them to do this in the light of their 
knowledge of the spiritual ministrations given to the sick in 
their own Church. 

One would have thought that this, so far from compro- 
mising their faith, would have given them an excellent 
opportunity to witness for it-—I am, etc., 
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Leamington Spa F. S. SINKER. 

Sir.—It is surely fortunate that the B.M.A. committee 
which prepared the report on divine healing did not attempt 
to define miracle. It kept to its appointed task of providing 
evidence (Supplement, May 12, p. 269). 

The correspondence which has appeared in the Journal in 
the past weeks confuses two different issues. First, the ques- 
tion is asked, Do miracles of healing occurto-day? Secondly, 
many believe that there are spiritual laws which, if under- 
stood and applied, would result in unusual healing of disease. 
The B.M.A. committee could obtain no convincing evidence 
that unusual healing has occurred : “ The cases claimed as 
cures of a miraculous nature present no features of a unique 
and unexpected character outside the knowledge of any 
experienced physician or psychiatrist.” This view falls into 
line with that expressed in the leading article of the Journal 
of June 18, 1910 (p. 1483), when the whole subject was fully 
reviewed in the light of the experience of those days and 
excellently written up by leaders of the profession. 

To the Christian these findings offer no particular problem 
He believes that God as creator and sustainer of this world 
can do a miracle when and where He chooses. However. 
the evidence of the Bible suggests that His miracles have 
been mainly limited to certain periods of history. They 
were supremely shown in the life and work of Jesus Christ. 

Of the so-called “ spiritual laws ” which influence healing 
there is much that we do not understand, and those who 
speak of them often use phrases the meaning of which is 
hard to ascertain. What, for instance, does Dr. J. Burnett 
Rae (Journal, June 30, p. 1544) mean when he speaks of 
“ lifting them [our therapeutic means] to a higher power and 
a finer end”? There are two important principles by which 
we may be guided. If a claim be made that the physical 
state of a patient's diseased tissues can be affected, then we, 
as doctors, believe that such changes can be observed and 
possibly measured by independent witnesses. They are sub- 
ject to the “ proof” of our senses. As Professor Alstead 
succinctly expressed it in an excellent article which appeared 
in the Manchester Guardian on August 29. 1955, “It may 
be objected that spiritual healing belongs to the realm of 
the spirit and that it cannot be measured with the yardstick 
of the clinical laboratory. To this I would say that if the 
spiritual healer enters the field of clinical medicine and makes 
claims in terms such as I have tried to explain then he must 
submit to the discipline of clinical science.” 

On the other hand, if such claims of physical change be 
not made and the benefit which the healer offers is purely 
spiritual, this too is subject to a yardstick which we should 
do well to use. The New Testament makes clear to us that 
the work of the Holy Spirit is concerned primarily with a 
man’s relationship to God and with the quality of life which 
he leads. There is very little to lead us to suppose that 
special gifts of healing are imparted in the course of His 
normal activity to-day.—I am, etc.. 


Gerrards Cross, Bucks. C. Gordon ScorRER. 
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RETIREMENT PENSIONS. 
FOR THE 


SELF EMPLOYED 


The 1956 Finance Act will implement certain of the ‘‘Millard Tucker’ 
proposals, though the full details are not yet known. 


BRITISH MEDICAL JOURNAL ADVERTISEMENT 


IF YOU HAVE 


(1) Earned Income from Private Practice either as a G.P. or Consultant; 
(2) “ Opted out” of the N.H.S. Superannuation Scheme; 
(3) Remained outside the N.H.S. altogether; 
(4) A non-pensionable appointment; 
Then, within certain limits, you may be permitted to make provision for pension benefits for 
yourself with relief from Income Tax and Surtax on the annual premiums. 


YOU SHOULD NOT 


(1) Effect any plan until the Act is passed (nothing is lost and much can be gained by waiting for 
full details); 
(2) Under any pretext give up existing policies. 


THERE ARE MANY LIMITATIONS 


and it is essential to understand these clearly before embarking on any new contract. The position 
of the medical profession is particularly complex and the M.I.A. is preparing a special booklet, 
which will be ready for issue immediately the Act is passed, and which will deal with the whole 
subject from the point of view of the medical man. 


All Surplus to Medical Charities 


MEDICAL INSURANCE AGENCY 


Chairman; James FENTON, C.B.E., M.D., D.P.H. Hon. Sec.: HENRY ROBINSON, M.D., D.L., J.P. 
General Manager: A. N. DIXon, A.C.L1. 
is B.M.A. HOUSE, TAVISTOCK SQUARE, LONDON, W.C.1 
Telephone: EUSton 6031 (7 lines) 
SCOTTISH OFFICE: 6 Drumsheugh Gardens, Edinburgh. 
BIRMINGHAM: BRISTOL: DUBLIN: LEEDS: MANCHESTER: 
154 Gt. Charles St.. Yorkshire Hse. 28 Molesworth St. 20/21 — 33 Cross Street 
CARDIFF: GLASGOW: NEWCASTLE: 
195 Newport Road 234 St. Vincent St. 16 Saville Row 
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DUACTIN is a convenient combination of 
a very effective therapeutic agent for morning 
sickness — pyridoxine hydrochloride — and 
phenobarbitone. 
Treatment consists of 2 tablets 3 times on the 
first day (6 tablets), followed by 3-4 tablets 
daily on the next 4-5 days. 
DUACTIN is available in packs of 20, 100 
and 250 tablets, 


DUACTIN...G 


on request 
Pyridoxine hydrochloride —.......20 mg. 
Phenobarbitone 16. mg. 


ORGANON LABORATORIES LTD. 


BRETTENHAM HOUSE - LANCASTER PLACE « LONDON, W.C.2 
Telephone: Temple Bar 6785/6/7, 0251/2 Telegrams : MENFORMON, RAND, LONDON 


all-purpose, all-weather 
TWIN LAMP SETS 


% The ideal auxiliary driving 
lamps for short or long beams. 
% Specially designed to enhance 
the appearance of your car. 
Penetrating in fog. 


PRICE PER PAIR 
SLR & SFT S76 .£7- 15 - Od 
SLR & SFT 700S.£9- 0d 


complete with cable, 
switch and bracket 


NS ALL WEATHER DRIVING LAMPS 


Your local garage will have them in stock 


“JOSEPH LUCAS LTD BIRMINGHAM 19 
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Haemophilus Infection in Bronchiectasis 


Sik,—I was interested to read the article on haemophilus 
infection in bronchiectasis by Dr. E. C. Allibone, Mr. P. R. 
Allison, and Dr. K. Zinnemann (Journal, June 23, p. 1457). 
I drew attention to the prevalence of haemophilus in chronic 
non-tuberculous lung conditions in childhood in 1927.’ I 
cannot, however, endorse their confidence in the effects of 
treatment with antibiotics, which seem to me to be ineffec- 
tive in eliminating the organism in such cases. Whereas in 
1927 | regarded it as rather probable that the haemophilus 
was the actual cause of the persistent illness in these 
children, I would now rather take the view that the disease is 
bacteriologically non-specific and the result of bronchial 
obstruction with partial collapse and secondary infection 
in the collapsed areas. In fact, I would now rather regard 
the haemophilus as a secondary invader. It is a very com- 
mon organism to find in the respiratory tract. The authors 
describe “relapse” as occurring in their cases. I am not 
clear what meaning they attach to this word. I think it 
can hardly be supposed that reinfection occurs. The odds 
against this happening would be enormous ; besides, they 
describe relapse as occurring on the average every six weeks. 
Their observations would therefore indicate that the haemo- 
philus is not eradicated but only temporarily suppressed. 

I am also not very happy about the use of the term 
“purulent bronchiectasis” in children. We rarely see the 
disease which used to go by this name—that is, a persisting 
bronchia! dilatation with fetid sputum. No doubt workers 
in the northern cities see more cases of the type described 
in my M:D. thesis of 1927, but the number of cases in this 
area requiring bronchoscopy and bronchography has steadily 
diminished. We see very few cases of primary tuberculosis 
with collapse, and in most of our cases of whooping-cough 
or non-specific respiratory infection collapse is very transient 
and bronchiectasis distinctly rare-—I am, etc., 


Farnborough, Kent. DUNCAN LEys. 
REFERENCE 


1 Leys, D. G. Chronic Pulmonary Catarrh, 1927, chapters 3 and 4. London 


Apartheid in Blood Transfusions 


Sir,—Might not Dr. David J. Adderley (Journal, June 30, 
p. 1546) be mistaken, and himself the victim of an emotion- 
ally charged concept ? To assert that there is no essential 
difference between blood from different sources involves a 
large assumption, and, so far as Iam aware, not sufficient 
work has been done to substantiate it. 

It is known that there is a gradient of increasing propor- 
tion of group O blood from east to west across Europe. 
Thus, at a time when the ABO groups were unknown, it 
would have been safer to transfuse, say, an Irish person 
with blood from an Irish source rather than with blood 
from, say, Poland. No one will imagine that the last work 
has been done on the constituents of blood or its various 
groupings. With such a difference as between populations 
within Europe, there is at least a prima facie case for postu- 
lating differences between bloods from different continents. 
Before Dr. Adderley suggests offering gratuitous advice to 
the profession in South Africa, let him reflect that its ideas 
may not be altogether wrong. Let us not confuse scientific 
integrity with support for a political theory of racial equality. 
—I am, etc., 

Wednesbury. 


Post-menopausal Oestrogen Production 

Sir.—Might we make a plea for the use of a standard 
method of estimating oestrogenic activity from vaginal 
smears? Dr. R. A. Struthers in a recent interesting article 
on post-menopausal oestrogen production (Journal, June 9, 
p. 1331) employs a method of grading which makes it dif- 
ficult to compare his findings with those of many other 
workers in this field. Authorities such as Shorr,’ De Allende 
and Orias,’ and Horwith’ all use a cornification index which 
is calculated as the percentage of cornified squames in 


J. Torey. 


several unselected fields of superficial, intermediate, and 
basal cells. On the other hand, Dr. Wachtel,* in her recent 
article entitled “Suggestion for a Cytological Test of 
Cancer Cure,” calculates the cornification index “by 
counting the percentage of cells with pyknotic nuclei 
among 200 unselected superficial and intermediate squames. 
The basal cells are omitted from this count.” 

It seems logical to assume that a cornification index pro- 
vides a better yardstick and is less liable to personal interpre- 
tation than any other forms of grading, but it would be of 
greater value if it was always calculated in the same way. 
Working at Dr. P. M. F. Bishop’s endocrine clinic, we have 
found that a count of all the vaginal epithelial cells—that 
is, including the basal cells—gives a more accurate clinical 
picture. 

We would also like to know if Dr. Struthers had any 
particular reason for obtaining smears by scraping the 
anterior wall of the upper vagina as opposed to aspiration 
from the pool of secretion in the posterior fornix. We find 
the latter method gives a much more representative slide and 
avoids contamination from the lower third of the vagina.— 
We are, etc., 

Moira Murray. 


London, S.W.3. FREDA OSMOND-CLARKE. 
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1 Shorr. E., Bull. N.Y. Acad. Med., 1940, 16, 453. 

2 De Allende, I. L. C., and Orias, O., Cytology of the Human Vagina, 1950, 
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Maladjusted Children 


Sir,—Dr. M. Park (Journal, June 23, p. 1487) is disap- 
pointed at the poor response to his appeal for action based 
on the report of the Committee on Maladjusted Children,’ 
set up with commendable initiative by the Ministry of 
Education. This lack of response, I fear, reflects the disap- 
pointment of many in the medical field at the nature of the 
main recommendations of this informative report. There 
is a marked difference of emphasis from the evidence sub- 
mitted to the committee by the British Medical Association’ 
and from the recent memorandum of the Royal Medico- 
Psychological Association. 

An adequate service must meet the needs of the school 
child, the pre-school child, the post-school child, the child 
at the non-maintained school, and the emotionally handi- 
capped parent. The most important categories, the pre-school 
child and the emotionally handicapped parent, can be least 
effectively dealt with on these recommendations. To deal 
with the child from the non-maintained school a call is 
made for new legislation. The proposed administrative 
structure is a complex of three local authority departments 
(education, school health, public health), grafted on to which 
is the regional board concerned. To the perils and difficulties 
of divided authority is added a contortion of the educa- 
tional system to supply a community family mental hea!th 
service. This proposed service would needlessly duplicate 
the service already supplied freely to all categories of patients 
by the regional hospital boards under the terms of the 
National Health Service Act, 1946; this family-orientated 
service has grown apace in the last five years and is based 
on the collaboration of the general practitioner and the 
school medical officer, one responsible for initiating referral 
direct from the home and the other from the school. 

Much attention has properly been given by the Ministry 
of Health to the mental health problems presented by the 
psychotic patient ; the obviousness of the problem and the 
number of occupied hospital beds have compelled attention. 
Affecting as it does approximately 0.5% of the population, 
psychosis is, relatively, a minor problem in mental health 
when due regard is given to the problem of emotionally 
handicapped individuals, who amount to an unquestioned 
6%, perhaps 30%, and possibly a higher percentage of the 
population. The Ministry of Health has certainly not 
ignored this greater problem, but we are still awaiting a 
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broad appraisal of the situation and a planned development 
of services to deal with it. The moment is possibly ripe for 
setting up a committee of the Ministry of Health to inquire 
into the problem of the emotionally handicapped person— 
child, adolescent, and adult. 

Dr. Park rightly points to the value of local postgraduate 
instruction in child psychiatry for medical practitioners. 
Since February, 1954, we have organized at Ipswich a weekly 
clinical discussion or demonstration for medical practi- 
tioners in this area. Under the aegis of the East Anglian 
Regional Hospital Board and the Ipswich Group Hospital 
Management Committee we have supplemented this in the 
last three years with a one week's course in child and family 
psychiatry. Full-time attendance has been 17, 24, and 41 
respectively. School medical officers have been in the 
majority, due to the ready recognition of the course by the 
Ministry of Education and the encouragement given to their 
attendance. General practitioners have displayed keen 
interest and a number have attended. But their attendance at 
local courses would be greatly facilitated if the Ministry of 
Health made locum provision possible by a more generous 
recognition of courses under Section 48, National Health 
Service Act, 1946; the Minister is empowered to enter into 
arrangements, not only with universities and medical schools, 
but also with “any other persons for the provision of 
courses.” Londoners are fortunate in having access to courses 
at the Tavistock Clinic.—I am, etc., 


Ipswich J. G. Howe ts. 
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' Ministry of Education Report of the Committee on Maladiusted 
Children, 1955. H.M.S.O., London 
® British Medical Journal Supplement, 


* British Medical Journal, 1956, 1, 812. 
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The Insatiable Critic 


Sir,—In a review (Journal, May 26, p. 1221) of my small 
book, Smoking and its Effects,’ Dr. Richard Doll complains 
that I did not pay enough attention to results obtained by 
the “direct observation of mortality among non-smokers 
and heavy smokers.” To me the significant fact was that 
non-smokers are liable to contract lung cancer, and this is 
Stated in the text. 

The name of Doll (as also that of Hill) figures in the 
index more often than that of any other author, and in a 
book of 144 pages no less than 22 are devoted to an account 
and discussion of his work.—I am, etc., 


London, W.C.1 Sipney Russ. 
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Paediatric Anaesthesia 


Sir,—With reference to Mr. Albert Davis’s (July 7, p. 45) 
remark on the complacent attitude of anaesthetists towards 
paediatric anaesthesia, he must be aware that the main differ- 
ence between his methods as a house-surgeon and those of 
modern anaesthesia is in the use of the intravenous route. 
By this means quiet sleep is produced by a short-acting 
barbiturate, muscular relaxation achieved by a relaxant drug, 
and analgesia maintained by inhalation of weak concentra- 
tions of anaesthetic gases, supplemented when required by 
intravenous analgesics. 

In ambulant patients these ideal conditions are achieved 
only at the expense of delayed recovery of the ambulant 
state. In adults it is possible to ease the terrors of an inhala- 
tion induction by the use of very small intravenous doses of 
barbiturates or by the use of the ultra-short-acting thial- 
butone sodium. This was recently discussed by the Anaes- 
thetic Section of the Royal Society of Medicine. 

To insert and keep a needle in the vein of a wriggling 
terror-stricken child can be a very difficult procedure and 
may cause as much psychical trauma as the application of a 
face-mask. There is the added risk of depositing some of 
the irritant drug extravenously or even intra-arterially, with 
dire results. The intravenous induction can be achieved in 
children in some cases. I have worked with a dental surgeon 
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who is a superb teller of fairy stories to children and prac- 
tically hypnotizes them, so that they know nothing of the 
injection. 

With regard to tonsillectomy and other major surgery in 
in-patients, the terrors of anaesthesia can be removed com- 
pletely by efficient and well-timed premedication. For a 
considerable time in one of my hospitals we have had great 
success in “tonsil children” by the use of methylpentynol 
as a premedicant. Mr. Davis would be very welcome should 
he care to visit us.—I am, etc., 


London, W.4. DONALD BLATCHLEY. 


Progressive Massive Fibrosis 


Sir.—Dr. J. P. Anderson’s suggestion (Journal, June 23, 
p. 1484) is, we think, a good one, but he might be interested 
in some work published in 1954. This was concerned with 
the effect of isoniazid on the radiological rate of progression 
of progressive massive fibrosis. In retrospect the trial was 
not perfect, but there are considerable difficulties in giving 
therapy to large numbers of working miners over long 
periods, particularly if injections are involved. 

Dr. A. T. Doig’s suggestion (p. 1484) is more difficult to 
discuss. His hypothesis is, if we understand him correctly, 
that progressive massive fibrosis is caused by collapse 
secondary to pulmonary fibrosis or mucous plugs in lungs 
containing macules of coalworker’s simple pneumoconiosis. 
As regards the former, this presupposes a considerable 
amount of fibrosis in the coal macule, whereas the patho- 
logical evidence would suggest that there is little, if any, 
collagen to be found in it. The evidence also suggests that 
the macule causes dilatation of the terminal bronchiole and 
not collapse, and we do not know of any other evidence to 
support Dr. Doig’s hypothesis. As regards the latter, if it 
were a main cause of progressive massive fibrosis one would 
expect progressive massive fibrosis to appear frequently 
after pneumonic shadows are seen in the lungs. This again 
is contrary to our observation, as we pointed out in our 
paper. It is possible, however, that alveolar collapse is 
one of several mechanisms whereby an established mass 
increases in size.—We are, etc., 

A. L. COCHRANE. 

Penarth, Glam W. E. MILL. 
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“ P.U.0.” 


Sir,—Like Gerontius, I saw with “horror, horror and 
dismay ™ the title of the article by Dr. J. V. O. Reid Journal, 
July 7, p. 23), “ Pyrexia of Unknown Origin.” I believe it 
is correct to say that P.U.O. was coined as a term by the 
Army medical services in the first world war. Since the 
Services could hardly be expected to tolerate the suggestion 
of anything unknown, it is right to point out that the letters 
P.U.O. stood for pyrexia of undetermined origin.—I am, etc., 


London, W.8 MICHAEL HARMER. 
Rovsing’s Sign 

Sirz,—I was most interested in Mr. W. W. Davey’s articie 
on the above subject (Journal, July 17, p. 28) and would like 
to express my entire agreement with his statements. For 
many years I have been trying to disillusion house-surgeons 
as to the value of this sign as a diagnostic aid in acute 
appendicitis. For some reason this sign always seems to be 
given extraordinary significance in their training, but, as 
Mr. Davey points out, is in no way specific of an appen- 
dicular lesion. I have demonstrated the most classical 
Rovsing's sign in many other conditions, such as torsion of 
an ovarian cyst, torsion of a piece of omentum, and in 
cases where no pathology was found at subsequent opera- 
uon,. 
It would therefore be well for this sign to be erased from 
the diagnostic criteria of acute appendicitis.—I am, etc., 


S'ough. Bucks. Burkitt. 
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Miss MARTHA MARQUARDT 


Miss Martha Marquardt, formerly secretary to Paul 
Ehrlich, died on Saturday, July 14. We are indebted 
to Sir Henry Date, O.M., for the following tribute. 


Miss Martha Marquardt had been personal secretary to 
Paul Ehrlich from 1902 untii his death in 1915—a period 
which included the whole of the last and, perhaps, the most 
permanently important phase of his great contributions to 
medical science. In those years he effectively launched his 
new campaign of chemotherapy and led it to its first practi- 
cal triumph in the discovery and successful application of 
salvarsan and its derivatives. To anybody who had oppor- 
tunities of contact with Ehrlich during that period of 
prodigious activity it must have been obvious that Miss 
Marquardt’s tireless efficiency, and the intensity of her 
devotion to all his interests, played an important part in 
enabling him, with his prematurely ageing physique, still 
to reach such a pinnacle of achievement. 

When Ehrlich died, in 1915, Martha Marquardt was still 
in her earlier forties ; and she was then to devote more than 
another 40 years almost entirely to the commemoration of his 
life and his personality, and to collecting the records of his 
career. In 1924, in honour of what, had he lived, would 
have been his 70th birthday, she wrote and had published 
in Germany an intimate personal memoir, Paul Ehrlich als 
Mensch und Arbeiter, recalling his very unusual personality 
and methods of work with a charming and humorous affec- 
tion. She found herself, however, increasingly unhappy in 
her native Germany, and became a voluntary exile in Paris. 
There she wrote, for German readers, an attractive little 
book which sketched, in successive chapters, various aspects 
of the daily life of the ordinary working Parisians. Her 
main concern, however, was the collection of everything 
that had any bearing upon Ehrlich’s life and work—teprints 
of his published papers, copies of the letters and manuscripts 
which she had typewritten while she worked for and with 
him, and of any unpublished theses and addresses which she 
could trace. The second world war caught her there, in Paris, 
and it is not easy to understand how she survived it. She 
never spoke of the suffering and privation which it must 
have entailed for her; but she told me, only quite recently, 
that she had twice had to face, and had successfully resisted, 
threats of personal arrest and of the seizure of her treasured 
Ehbrlichiana, first by the German army of occupation, and 
then by the French army of liberation, puzzled by the 
presence of this German woman, apparently still hiding in 
Paris and hoarding a mass of German documents. When 
she managed at length to bring her plight to the notice of 
the late Sir Almroth Wright, who had been one of Ehrlich’s 
closest English friends, he brought her to London, and found 
means for her support, and opportunity in what is now the 
Wright-Fleming Institute of St. Mary’s Hospital for her to 
undertake the fuller and more ambitious life of Ehrlich, 
which Sir Almroth encouraged her io write. This book, 
entitled simply Paul Ehrlich, published by Heinemann in 
1949, and later in Germany and the U.S.A., contains a 
wealth of material of great value for an understanding of 
Ehrlich’s personality and career; but Miss Marquardt was 
no longer young, and she had never acquired the chrono- 
logical instinct of an experienced biographer. She had deter- 
mined, moreover, against advice, to write this book directly 
in English, with which her familiarity was never so close as 
she seemed to believe. In spite, therefore, of a friendly and 
laborious effort to bring her draft into line with normal 
English usage, this book never appeared to me to have the 
spontaneity and lively charm of the shorter character-sketch 
which she had written in German 25 years earlier. 

Her life’s greatest ambition, however, remained yet to be 
fulfilled. Her plea for a complete edition of Ehrlich’s scien- 
tific writings, important items of which had never yet been 


published, enlisted my own full sympathy. As soon as the 
conditions made it possible, Miss Marquardt obtained the 
support of the Wellcome Trustees for a visit to Frankfurt, 
where she was able to gather further items for the collected 
edition, from the war-battered institute which had once been 
Erhlich’s. After some failures, a firm of publishers was 
found ready to accept a stable responsibility for the enter- 
prise, with the help of a guarantee from the Wellcome 
Trust ; and Dr. F. Himmelweit accepted, and has discharged 
with a growing enthusiasm, the main editorial function, with 
the devoted co-operation of Miss Marquardt, and my own 
supervisory responsibility. And now there is a note of 
genuine tragedy in the thought that Martha Marquardt has 
gone, full of courage and enthusiasm until the mere weight 
of years bore her down, a few days or weeks only before 
the overdue publication of the first volume of the 
“collected edition” for which she had worked and waited 
so eagerly. 


We announce with regret the death of Dr. F. W. CueEese 
on June 10 at Stourbridge at the age of 80. Frederick William 
Cheese spent most of his childhood in South Africa, where 
his father had emigrated following the death of his wife. 
When his father died he returned to England with his brother 
and two sisters. He studied medicine at St. Bartholomew's 
Hospital, graduating M.B., B.S. in 1906. He proceeded . 
M.D. (Durham) in 1908. After a period of resident appoint- 
ments at St. Bartholomew's, Dr. Cheese went into practice 
in Harpenden. During the first world war he served in 
France with a field ambulance and sustained severe frostbite 
of the fingers, a disability which proved to be a considerable 
handicap. In 1920 he re-entered general practice in Ludlow, 
moving to Cliftonville in 1930. He was chairman of the 
East Kent Division of the B.M.A. from 1939 to 1940. In 
1942, at the age of 66, he was compelled to leave Margate 
under the emergency regulations then in force on the South 
Coast. He was dispossessed of his practice without com- 
pensation, being given five days to remove his chattels. 
This remained a source of rancour and bitterness to the end 
of his days. With his one surviving sister, Dr. Cheese went 
to Stourbridge. There followed a period as medical officer 
of an ambulance train, but he found the travelling too 
arduous, and in 1944 succeeded to the practice of the late 
Dr. A. R. Sharrod, of Stourbridge. From 1945 to 1947 
he was chairman of the Dudley Division. Frederick Cheese 
was a mixture of the old and the new. He was remarkably 
in touch with modern developments in medicine, yet retained 
a traditionalism which showed itself in his punctiliousness in 
habits and dress. He was never seen out except in a butter- 
fly collar, clerical grey suit, bowler hat, and chamois leather 
gloves. His chauffeur always followed him into the patients’ 
houses, carrying his bag. He remained in work until illness 
overcame him. He was unmarried. 


S. D. M. W. writes: The untimely death of J. F. DiGNan 
(Journal, July 7, p. 49) has brought to light how great were 
the feelings of love and trust which he inspired in his 
patients. Their grateful devotion to him reminds us of how 
strong an influence our profession wields in the lives of 
those who come to us for help and relief of their suffering. 
Taking over nis hospital department in the emergency, I 
had the melarcholy task of breaking the sad news to many 
of his patients who came expecting to see him. Their 
spontaneous expressions of grief were universal and came 
from their hearts. They had lost a friend, someone who 
cared for their troubles and took infinite pains to do all he 
could, both clinically and in the wider field of social re- 
habilitation, to ameliorate their lot. One patient who 
said, with tears in her eyes, “ Oh, I shall miss him ; he was 
so kind,” has, I think, given him in her simple phrasing an 
epitaph as honourable as any which a man might hope to 
deserve. 
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MEDICAL NOTES 


Medical Notes in Parliament 


PAY CLAIM REJECTED 


Lieut.-Col. Lipton (Brixton, Lab.) asked the Minister of 
Health on July 16 on what grounds he refused to disclose 
the increases in doctors’ pay asked for by the British Medical 
Association. Mr. Turton—Because, so far, there has been 
no claim published by the profession. The communication 
on this subject has been only in the form of a preliminary 
memorandum sent to my Department and to that of the 
Secretary of State for Scotland. To this a reply has now 
been sent stating that in present circumstances we would not 
feel justified in giving consideration to any claim for a 
general increase in medical remuneration. 

Lieut.-Col. Lireron—Before we can decide whether the 
reply is justified or not, cannot we be told what the doctors 
asked for? Why all this secrecy? Mr. TurToN—Because 
there has been no claim published by the profession. I 
must act under proper procedure, and not anticipate publica- 
tion when I have only received what is a draft memorandum. 


ADMISSION TO MENTAL HOSPITALS 


Dr. DonaLp Jonnson (Carlisle, Con.), who has been ques- 
tioning the Minister of Health for some time about the 
admission of involuntary patients to mental hospitals, 
brought the matter up for discussion on the motion for the 
adjournment on July 10. 

He regarded the figure given him, in answer to his ques- 
tions, of some 20,000 people a year being put into mental 
hospitals against their will as alarmingly high. Only some 
15% of the number had been under outside observation in 
hospital wards. In other words, some 17,000 people were 
“swept up,” mainly on a summary reception order, and 
detained in mental hospitals for an indefinite period up to a 
year. This was done on the opinion of two or three people, 
who, though of professional status and empowered to sign 
certificates, were as liable to error as the remainder of 
mankind. Mental hospitals were overcrowded to the extent 
of 15.6%. The more practical way of solving the problem 
was by exercising more discrimination over admissions. This 
could be done, he suggested, by the establishment of 
observation wards in general hospitals, in which patients 
could be viewed in surroundings as detached as possible 
from mental illness, and could be seen by general physicians 
not quite so preoccupied with their own specialty as were 
psychiatrists. Such surroundings would provide a respite 
curing which the patient could perhaps surmount an acute 
crisis, and resume his place in the community without having 
acquired the stigma of having been a patient in a mental 
hospital. He quoted figures given by the L.C.C. in their 
evidence to the Royal Commission, that 4,746 persons were 
admitted to observation wards during 1953; and of these, 
1,274, almost a quarter, were discharged at the end of the 
17-day observation period, and a further quarter moved as 
voluntary rather than involuntary patients. It was clear to 
anyone with only a superficial acquaintance with the ways 
of mental hospitals that the quarter who were discharged 
were discharged much more quickly than if they had become 
entangled in the mental hospital machine. 


New Outlook 


Miss Pat Hornspy-SmirH, Parliamentary Secretary, 
Ministry of Health, thought Dr. Johnson did less than justice 
to the great work that had been done towards removing the 
“ stigma" from mental hospitals. The substantial increase 
in the number of voluntary patients, from 51% in 1946 to 
75% in 1955, showed that there was a new outlook. Correct- 
ing a misapprehension that had grown up as a result of 
accommodation designated under Section 20 of the Lunacy 
Act being referred to as “ observation wards,” she pointed 
out that the primary purpose of Section 20 was to provide 
hospitals to which persons who needed to be placed under 
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control as well as given treatment without delay could be 
removed without formality beyond the action of the duly 
authorized officer. It was for cases of emergency, where 
there had to be prompt removal of a patient. Before the 
Health Service Act such patients could be sent only to public 
assistance institutions. 

Professional opinion about the use of Section 20 had been 
divided for many years, In 1954 the number of Section 20 
cases was 24,470, of which 7,141 were admitted to mental 
hospitals, 7,638 to mixed hospitals, and 9,691 to general 
hospitals. There was no clear evidence that the types of 
patient sent to the three kinds of hospitals differed much. 
Yet more than half the patients sent from Section 20 wards 
in general hospitals to mental hospitals were sent as certified 
patients, whereas of those admitted in the first place to 
Section 20 wards in mental hospitals only one-quarter con- 
tinued under legal detention. It therefore seemed that the 
proportion of voluntary patients resulting from admissions 
into mental hospitals was higher than from admissions into 
other hospitals. 

Mr. J. E. S. Simon (Middlesbrough, West, Con.) asked 
why that should be so. 

Miss Hornspy-SMITH said it was a matter of medical 
controversy, and she would rather not give an opinion. Of 
the total Section 20 admissions, 12.7% were discharged from 
mental hospital wards within the detention period, whereas 
the discharge rate from the mixed and general hospitals 
was 33.1%. The differing results indicated in these pre- 
centages supported the view that many patients admitted 
direct to mental hospitals were willing to stay on as volun- 
tary patients. The Royal Commission on the Law relating 
to Mental Illness could be expected to deal with all the 
procedures for compulsory admission, and it would be pre- 
mature to anticipate any suggestions that they might make. 


Car Parking by Doctors 

Dr. Barnet Stross (Stoke-on-Trent, Central, Lab.) asked 
the Minister of Transport on July 11 whether, in framing 
his regulations on parking meters, he would arrange that 
medical practitioners in the course of their work would be 
exempted from charges if they parked their cars in streets 
in which parking meters were installed. Mr. Haroip 
WATKINSON’S reply was “No.” A general exemption of 
this nature would be contrary to the principles underlying 
the proposals for parking in the Road Traffic Bill. Dr. 
Stross thanked the Minister for his recent letter, and asked 
whether he proposed to retain his inflexible attitude for 
ambulances and fire-fighting vehicles. Would he consider 
speaking to the B.M.A. about the whole matter? Mr. 
WATKINSON said there was nothing inflexible about his 
attitude. He had power to make exemptions, but he pre- 
ferred to wait until he had the detailed survey of London 
parking that was being made. No one would gain more 
from that than the doctors if they could move about more 


freely. 
Harley Street Congestion 


Mr. Eric JoHNSON (Manchester, Blackley, Con.) asked the 
Minister of Transport if he was aware that cars were being 
parked in a single line on one side of Harley Street, and in 
a double line on the other side ; and if he would authorize 
the diagonal parking of cars on one side, which would 
accommodate more cars and take up less of the roadway. 
Mr. HuGcH MOLson, Parliamentary Secretary, said he knew 
about the excessive parking in Harley Street, but the sugges- 
tion would not improve matters. It would be as well to 
await the outcome of the special survey of parking facilities 
in inner London. Mr. JoHNSON said that the Parliamentary 
Secretary's view was not shared by residents in Harley Street, 
who thought the suggestion would undoubtedly improve 
matters. Mr. MOLSON stated that it would reduce from 
10 to 8} the number of cars which could be parked in 
100 ft. (30 m.), it would take 194 ft. (6 m.) off the carriage 
way instead of 15 ft. (4.5 m.), and it would be more obstruc- 
tive to passing traffic. The Speaker : In other words, it is 
not a very good idea. 
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LT.A. Decision on Tobacco Advertisements 


The PosTMASTER-GENERAL, replying to Mr. P. GorDON 
WALKER (Smethwick, Lab.) on July 11, declined the sugges- 
tion that he should make regulations under Section 4(4) of 
the Television Act, 1954, prescribing that there should be 
no tobacco advertisements within 15 minutes before or 
after children’s programmes. Mr. GorpoON WALKER said 
that, in view of what had been stated by the Minister of 
Health about the connexion between smoking and cancer, it 
was indefensible that there should be incitement to smoking 
in close conjunction with children’s programmes. Dr. HiLt 
replied that the programme companies had decided not to 
include advertisements for tobacco in these programmes. 
That seemed to him reasonable. To go beyond that, bear- 
ing in mind newspaper advertisements, seemed to him 
grandmotherly. Mr. Beresrorp Crappock (Spelthorne, 
Con.) called attention to the B.M.A. discussion on July 10, 
which he said seemed to be a direct contradiction to the 
implications in the question. Dr. Hitt : It is not strictly 
my field, but let nothing I say appear to controvert the 
acknowledged statistical relationship between heavy cigarette 
smoking and cancer of the lung. 


NEW MEASURES ON RADIATION HAZARDS 


The Government's intentions towards putting into effect 
the recommendations contained in the Medical Research 
Council's report on The Hazards to Man of Nuclear and 
Allied Radiations were given to the House of Commons on 
July 16 by the Minister or HeattH. They amount to a 
complete review of existing safety standards, and in parti- 
cular to appointment of a special committee under the 
chairmanship of Lord Adrian to examine the practice in 
diagnostic radiology and the use of radiotherapy in non- 
malignant conditions. 

Mr. Turton, who was answering many questions and 
opinions expressed in a debate on the report, said the find- 
ings in the report were reassuring. They did not reveal 
any present danger from the peacetime uses of radiation. But 
we were entering a new age in which nuclear energy might 
become the principal source of power, and it was necessary 
to have a thorough understanding of the extent of the 
dangers that might accompany scientific progress, and in 
particular the possible harmful genetic effects. Clearly, 
they must try and work out the safety limits, and avoid 
any extra radiation that was not absolutely necessary. It 
was remarkable that the American investigation of the bio- 
logical effects of atomic radiation. and that conducted in 
this country, had—working independently—reached broadly 
similar conclusions. 

The second conclusion in the British report dealt with 
those exposed by occupation to additional risk. The Atomic 
Energy Authority would have no difficulty in carrying out 
these recommendations, and they would be carried out. It 
might mean a certain amount of shift rearrangement. On 
conclusion three, relating to the dose level to the whole 
population, he said that the total amount of man-made radia- 
tion was 27% of the natural background, and there was 
still a long way to go between that and the 200% that was 
permissible according to the conclusion. 

In regard to fall-out (conclusion four), taking the maxi- 
mum permissible amount of radio-strontium as 1.000 units, 
and the amount regarded as dangerous as 100 units, so far 
the amount of strontium in the fall-out from all the tests 
was only 1 unit. He was advised that there was no evidence 


of any irregularity in fall-out. 


Limiting Test Explosions 
The Prime Minister, said Mr. Turton, had repeatedly 
stated that the Government were prepared to discuss 
methods of regulating and limiting test explosions which 
took account of their own position as well as that of other 
powers. Specific proposals had been put forward to the 
United Nations disarmament subcommittee on Anglo-French 


initiative on March 19. The Prime Minister had also stated 
last week that, while Britain would prefer such discussions 
to be pursued within the context of a comprehensive agree- 
ment on disarmament, they did not exclude any other 
method of discussion acceptable to those concerned, and 
would do their best to see that progress was made. 

Occupational hazards in medicine arose among those en- 
gaged in hospitals on x-ray diagnostic and therapeutic work 
and using radioactive substances. An advisory committee 
under the chairmanship of Sir Charles Darwin had prepared 
a comprehensive code of practice for use in Health Service 
hospitals. This was undergoing final revision and would 
be issued shortly. But it was important that they should 
now consider whether the code should be modified or sup- 
plemented in the light of the Medical Research Council's 
report, and the matter had been referred to the radioactive 
substances advisory committee for consideration. To assist 
in carrying out the code, and applying protective measures 
in hospitals and industry, a radiological protection service 
had been set up by the Minister of Health and the Medical 
Research Council. They were continuing and extending 
the work carried out for many years by the National Phy- 
sical Laboratory. 

An important part of the recommendations was that the 
present practice in medical diagnostic radiology should be 
reviewed, and the use of radiotherapy in non-malignant 
conditions critically examined, These were essentially clini- 
cal matters, which must be considered, and advice given by 
representatives of the medical and dental professions for the 
benefit of all their colleagues. The Government had decided 
to appoint as soon as possible a special committee composed 
of scientists and professional men to review this question 
and make recommendations. It would be appointed after 
consultation with their Royal Medical Colleges and cor- 
porations, the British Dental Council, the Faculty of Radio- 
logy in Dentistry, and other professional bodies. Lord 
Adrian had consented to be chairman. 

Pedascopes were already under review by the radioactive 
substances advisory committee. He was inviting that com- 
mittee to review also luminous watches and clocks and 
television apparatus, and advise him about them as soon 
as possible. 

It was suggested in conclusion that for future genetic 
studies it was essential to collect further information when 
births, marriages, and deaths were registered. Detailed 
recommendations would be discussed with the Registrar- 
General. The committee were to reassemble after the sum- 
mer recess and submit to the Medical Research Council 
their recommendations for further work. In recent years 
the Council had sponsored a substantial programme of 
research, including the genetic effects, and present expendi- 
ture in this was more than £400,000 a year. The Govern- 
ment regarded this matter as of the highest priority, and 
immediate action would be taken when further recom- 
mendations were received. 


More Alert 


Dr. Eptrh SUMMERSKILL (Warrington, Lab.), opening the 
debate, said that if the House was to discharge its duty 
to humanity seriously it must become more alert to the 
appalling dangers of nuclear energy. 

She would have thought that the House should have had 
a statement from the Minister of Health on this report. He 
was responsible for protecting the health of the people. 
But in replying to questions on this subject the Minister 
had been complacent and, indeed, had revealed that he was 
apparently not aware of the most serious conclusions of 
the committee. 

It was emphasized throughout the report that the scale 
of nuclear tests determined the danger in the future, yet 
only the previous week Japanese scientists had stated that 
the United States had exploded the biggest weapon of a 
series of eight nuclear tests which began in May. In view 
of some of the statements which were being made she 
wondered whether the soldiers were determined to ignore 
the advice of the scientists until it was too late. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 
Summary for British Isles for week ending June 30 
(No. 26) and corresponding week 1955. 

Figures of cases are for the countries shown and London administrative 
county Figures of deaths and births are for the 160 great towns in 
England and Wales (London inctuded), London administrative county, the 
17 principal towns in Scotland, the 10 principal towns in Northern Irelanu, 
and the 14 principal towns in Eire 

\ blank space denotes disease not notifiable or no return available 

The table is based on information supplied by the Registrars-General of 
England and Wales. Scotland, N_ Ireland, and Eire, the Ministry of Health 


and Local Government of N. Ireland, and the Department of Health of Eire 
CASES 1956 1955 
and London | fi ws 5 
- | — - 
Diphtheria | 8 2 6 of 
Dysentery 1,466| 238/ 201] 10] 3] 807] 298) | 
Encephalitis, acute 2) 3 o| 
Enteric fever | 
Typhoid 1 0; ! 0! 
Paratyphoid 3 2 2 17 o 0 0 
Food-poisoning 385} 18) Oj 327} 0 
Infective enteritis or | 
diarrhoea under 
2 years 17 20 
Measles® 3,740) 374) 195} 113) 293] 17,716) 342 138] 177) 417 
Meningococcal infec- | 
tion a) 4m 23] oO 
Ophthalmia neona- 
torum j 16| ( 12 0 4! 3 9 0 
Pneumoniat | 267] 9) 14s] 3 298] 16) 139] 
| 
Paralytic 4) 47) 9, ) 
Non-paralytic 4 si > 6 { 26] 6 
Puerperal fever§ 240; 26 230) 49) 12, 1 
Scarlet fever 642, 35) 68 22) 6] 43) 39) 13 
Tuberculosis: | 
Respiratory 746 27 743, 88) 139) 
Non-respiratory 106) 10) 16 3 133 Ss} 33 2 
Whooping-cough .. | 2.372) 142| 277, 61/133] 1.8331 91 ot eal 32 
19%6 1955 
in Great Towns | | =| » as 2 
Enteric fever | 0 o oO 0 
Infective enteritis or | | 
or 
diarrhoea unde | 
2 years .. @ 2 0 
Influenza 6) 3 oO 3 1 0 
Measles 0 ; 0 OF 
Meningococcal infec- | | 
tion | | 0} 
Pneumonia is} 12) 2 
Pcliomyelitis, acuce | 0 0 
Tuberculosis : 
Respiratory a2 2 6 a7 ql 2 3 6 
Non-respiratory 1 @ 0 
—— | — = —— — — — 
Deaths 0-1 year 189 19) 18} 22] 191] 24) 25) 19 
Deaths (excluding | | | | 
stillbirths) 4,719) 711) 74 140] 4,433) 640) 114) 109 
LIVE BIRTHS 7,944}1 186, 965| 233} 458] 7,680 1097) 881] 237) 425 
STILLBIRTHS 184 19, 32 209, 28] 13) | 


* Measles not notifiable in Scotland, whence returns are approximate 
t Includes primary and influenzal pneumonia. 
Includes puerperal pyrexia 
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Vital Statistics 


Poliomyelitis 
Poliomyelitis notifications in England and Wales in the 
week ending July 7 (27th week) were as follows (with those 
for the previous week in parentheses): paralytic 72 (47), 
non-paralytic 42 (34), total 114 (81). 

Some of the districts with populations of 15,000 or more 
in which the notification rate exceeds 15 per 100,000 in the 
year to date are as follows: Macclesfield M.B. 50, White- 
haven M.B. 87, Ennerdale R.D. 52, Darlington C.B. 22, 
Yeovil M.B. 75, Yeovil R.D. 25, Guildford M.B. 52. No 
districts with populations of less than 15,000 have serious 
outbreaks at present. Total notifications in the calendar 
year to the end of the 27th week are the third highest in 
the years since 1947, and notifications in the 27th week were 
the third highest compared with the same week in the other 
years in this period. 


Week Ending July 7 
Notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 682, whooping- 
cough 2,405, diphtheria 7, measles 3,429, acute pneumonia 
259, acute poliomyelitis 114, dysentery 1,235, paratyphoid 
fever 22, and typhoid fever 1. 


Graphs of Infectious Diseases 


The graphs below show the uncorrected numbers of cases 
of certain diseases notified weekly in England and Wales. 
Highest and lowest figures reported in each week during the 
nine years 1947-55 are shown thus ------ , the figures for 
1956 thus —-———. Except for the curves showing notifica- 
tions in 1956, the graphs were prepared at the Department 
of Medical Statistics and Epidemiology, London School of 
Hygiene and Tropical Medicine. 
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infectious Diseases 


The largest rises in the number of notifications of infec- 
tious diseases in England and Wales, during the week ending 
June 30, were 516 for measles, from 3,224 to 3,740, and 208 
for whooping-cough, from 2,164 to 2,372, and the only large 
fall was 53 for dysentery, from 1,519 to 1,466. 

The largest increases in the incidence of measles were 166 
in Lancashire, from 342 to 508, 94 in London, from 280 to 
374, 66 in Hertfordshire, from 46 to 112, and 55 in North- 
amptonshire, from 55 to 110. A small rise in the incidence 
of whooping-cough was recorded in most areas, but the 
largest fluctuation in the local trends was a fall of 44 in 
Lancashire, from 409 to 365. The notifications of scarlet 
fever numbered 642, 19 fewer than in the previous week, 
and the largest variations in the local trends were a fall of 
27 in London, from 62 to 35, and a rise in Lancashire of 24, 
from 69 to 93. 8 cases of diphtheria were notified during 
the week, being 3 more than in the preceding week ; 5 of 
these cases were notified in Kingston-upon-Hull C.B. 

The notifications of acute poliomyelitis numbered 81, and 
these cases were 9 more for both paralytic and non-paralytic 
cases than in the preceding week. The largest returns were 
Lancashire 33 (Manchester C.B. 18, Liverpool C.B. 4, 
Middleton M.B. 4, Salford C.B. 2), Yorkshire West Riding 
9 (Barnsley C.B. 3, Leeds C.B. 2), Cheshire 6 (Macclesfield 
M.B. 3), and London 5 (Camberwell 2). 

The chief features of the returns for dysentery were a 
fall of 106 notifications in Wales and a rise of 61 in York- 
shire West Riding. The largest centres of infection during 
the week were London 238 (Lewisham 39, Wandsworth 27, 
Greenwich 20, Lambeth 19, Southwark 18, Stepney 18, 
Battersea 16, Deptford 16, Woolwich 12), Lancashire 213 
(Colne M.B. 22, Nelson M.B. 20, Blackpool C.B. 19, Liver- 
pool C.B. 18, St. Helens C.B. 15, Worsley U.D. 14, Bacup 
M.B. 12, Bolton C.B. 10, Manchester C.B. 10), Yorkshire 
West Riding 210 (Sheffield C.B. 38, Leeds C.B. 35, Wakefield 
C.B, 32, Dewsbury C.B. 14, Doncaster C.B. 13, Morley M.B. 
12), Essex 70 (Barking M.B. 20, Waltham Holy Cross U.D. 
14), Kent 69 (Dartford M.B. 34, Eastry R.D. 18), North- 


umberland 61 (Ashington U.D. 52), Warwickshire 59 (Coven- 
try C.B. 25, Birmingham C.B. 20), Leicestershire 49 (Leicester 
C.B. 34), Sussex 42 (Rye M.B. 29, Brighton C.B. 11), Suffolk 
40 (Ipswich C.B. 40), Middlesex 37, Nottinghamshire 36 
(Beeston and Stapleford U.D. 17), Surrey 32 (Esher U.D. 
13), Yorkshire North Riding 28 (Middlesbrough C.B. 20), 
Lincolnshire 26 (South Kesteven R.D. 12), Hertfordshire 26 
(Stevenage U.D. 26), and Durham 25. 


Medical News 


Royal College of Surgeons.-Cardiff has been chosen for 
the next provincial meeting of the Royal College of Surgeons, 
which will be held in 1958 or 1959. This was decided at 
the council meeting on July 12, and follows the outstanding 
success of the College’s Manchester meeting last December, 
a meeting which was not only the College's first provincial 
assembly but also its first scientific meeting. Sir Harry 
PLATT was re-elected President. Sir RUSSELL BROCK was 
elected Vice-president, and Mr. LAwreNce ABEL re-elected 
Vice-president. On July 5 the College announced the 
results of a poll, in which 1,888 Fellows voted, for two 
places on the council: Sir RUSSELL Brock (1,506 votes) and 
Sir ARcHIBALD McINpoe (1,215 votes) were re-elected ; 
Mr. R. H. Maincot (867 votes) failed to secure a seat. A 
most generous benefaction to the College was made known 
at the Buckston Browne dinner on July 11 when Sir 
ARCHIBALD McINDOE handed to the President a cheque for 
£7,500—the first of seven yearly instalments—from the 
Simon Marks Charitable Trust. Sir SmM“on Marks, chair- 
man of Marks and Spencer Ltd., said at the dinner that 
the gift was a tribute to Sir Archibald’s surgery. The money 
will be used by the College to support basic research on 
surgery in its own departments. The following lecturers 
have been appointed by the College council: Mr. L. W. 
PLewes (Joseph Henry lecturer for 1957), Professor W. D. 
Wricut (Edridge-Green lecturer), and Professor G. Hap- 
FIELD and Dr. C. P. Rx#oaps (Imperial Cancer Research 
Fund lecturers for 1957). 


Direction of Research.—This subject has recently been 
studied by a Government committee. Now it is to be the 
turn of research directors and administrators, who will dis- 
cuss it at an international symposium at the National Physi- 
cal Laboratory in the autumn. In April the Government 
issued as a White Paper the report of the Jephcott com- 
mittee which had been examining the organization and 
working of the Department of Scientific and Industrial 
Research. The committee was strongly against the D.S.LR. 
becoming “like an ordinary. Government department,” as 
was proposed in a draft Bill, preferring instead the creation 
of a council on the lines of the Medical Research Council 
and the Agricultural Research Council. This council, recom- 
mended the committee, although it would be appointed and 
responsible to the Minister, should be executive, not simply 
advisory. In this way, with the introduction high in the 
chain of authority of “a number of distinguished scientists 
and industrialists whose professional authority will be recog- 
nized,” the committee believed that the climate for research 
in the department could be improved. The problem of the 
best use of limited research staff and facilities will be taken 
a stage further at the N.P.L. symposium, which is being 
held from September 26 to 28. Here the subject will be 
the “Direction of Research Establishments,” bringing the 
discussion to the research group or laboratory level. Among 
the speakers are Sir HaRoLD Himswortn, F.R.S., secretary 
of the Medical Research Council, and Sir CHARLES HarRING- 
TON, F.R.S., director of the National Institute for Medical 
Research. The meeting is restricted to directors of research 
and research administrators. Besides those from Britain, 
there wil be many delegates from Europe, other parts of 
the Commonwealth, and the United States. They will debate 
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subjects common to research in most disciplines, such as the 
choice of projects and when to abandon them ; budgets and 
administrative controls; staff grouping and the flow of 
authority ; laboratory design; and the practical problems 
of communicating the results of research and getting them 
used by those who could benefit from them. Details of 
the symposium may be obtained from the organizer, Mr. 
E. S. Hiscocxs, National Physical Laboratory, Teddington, 
Middlesex. 


Lister Institute.The governing body's report for 1955-6, 
presented at the annual meeting on June 21, is a useful 
directory of the Institute’s staff, research activities, and 
publications. The fields of research and the principal 
subjects investigated were : Microbiology.—Antigenic and 
other properties of the whooping-cough bacillus, vole 
tubercle bacillus, typhoid bacillus, and Trichomonas foetus ; 
inheritance in bacteria ; bacterial physiology ; organisms of 
the pleuropneumonia group and their relationship to non- 
specific urethritis. Virology.—Trachoma (with the Institute 
of Ophthalmology); vaccinia virus and dried smallpox 
vaccine ; a search for antiviral antibiotics, bacteriophages 
being the test organism. Immunology and Serology.— 
Mechanism of the paralysis of the immune response ; distri- 
bution and mode of action of antibody ; serological identifi- 
cation of insect blood-meals (in connexion with trypano- 
somiasis research in East Africa); antitoxin production. 
Experimental Pathology.—Mechanisms of inflammation, 
infection, and defence ; plasma substitutes for transfusion. 
Biochemistry.—Human blood-group substances ; bacterial 
toxins. Biophysics——-Human plasma proteins. Blood.— 
Unrecognized blood groups and their inheritance ; in addi- 
tion, there is the work of the blood products laboratory, 
which is being re-equipped, and of the blood-group reference 
laboratory. The director of the Institute is Professor A. A. 
Mices, and its address Chelsea Bridge Road, London, S.W.1. 


Emergency Bed Service..The remarkable feature last 
winter in London, according to the latest report of the Emer- 
gency Bed Service (up to March 31, 1956), was the excep- 
tional difficulty in finding the necessary beds for acute general 
cases. During the year the Service received 65,695 appli- 
cations for admission to hospital, some 2,000 more than the 
previous year. Although a large total, it was not the largest 
in the history of the Service, and all whom it was deemed 
essential to admit, states the report, were admitted. “ But,” 
it continues, “the proportion of cases forced into hospital 
under the medical referee procedure rose to unprecedented 
heights.” Among the possible reasons for this the report 
suggests the unwillingness of hospitals to clear beds by dis- 
charging in very cold weather those with respiratory diseases, 
“shortage of nurses (often due to illness). an increase in 
beds for special purposes at the expense of those for general 
emergencies, the difficulty of dealing with unexpected emer- 
gencies when the bed occupancy is kept as high as possible, 
and lastly in some hospitals a prejudice against “ E.B.S. 
cases.” This intense pressure on hospital beds, states the 
report, occurs in the first three months of the year with un- 
failing regularity, and the Service is now discussing means 
of alleviating it with the Ministry of Health. the regional 
hospital boards, and boards of governors. The E.B.S. is 
under the King Edward's Hospital Fund for London. The 
E.B.S. committee consists of Dr. G. F. Apercromaie (chair- 
man), Dr. H. ALexanper, Lord AMutree, Mr. O. N. 
Cuapwyck-Heatey, Mr. A. J. Garpuam, Brigadier G. P 
Harpy-Roperts, Mr. S. C. Harris, Dr. H. M. C. Macautay, 
Sir Georcre Nortn, and Dr. J. A. Scorr. The director is 
Mr. R. E. Peers. 

Scottish Society of Anaesthetists.—Besides administering 
anaesthetics, anaesthetists in these days are liable to be 
called upon for their expert help in an increasing variety 
of medical emergencies and problems. This was the theme 
of Dr. H. Bruce Wiison’s presidential address, “ Widening 
Horizons,” at the Society’s annual meeting this year. He 
listed seven such situations: (1) the treatment of bronchial- 
tree obstruction, both post-operatively and in cases with 
neurological lesions involving the bulb; (2) the treatment 
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of cerebral vascular catastrophes; (3) the assessment of 
peripheral vascular lesions ; (4) the treatment of cases of 
paralytic poliomyelitis and severe tetanus; (5) the treat- 
ment of overdosage with hypnotic, sedative, or analgesic 
drugs ; (6) the design (with physicists) of equipment for 
anaesthesia or research; and (7) hypnosis. The guest 
address was given by Dr. M. D. Noswortny, of the 
Westminster Hospital, London, on the dangers of reflex 
stimuli. 

The following were elected to the executive council for the 
coming year (1956-7): President, Dr. H. Bruce Witson (Aber- 
deen); Vice-president, Dr. R. Lawrie (Perth); Hon. Secretary, 
Dr. A. G. Mitter (Glasgow); and Dr. F. G. Gress (Edinburgh), 
Dr. J. W. Levacx (Aberdeen), Dr. F. Hotmes (Edinburgh), 
Dr. W. Autp (Glasgow), Dr. J, R. Kytes (Edinburgh), Dr. W. 
Curistie (Dundee), and Dr. H. Fairiie (Glasgow). 


Lord Cohen of Birkenhead.-Sir HENRY COHEN'S barony, 
conferred on him in the Birthday Honours, was gazetted this 
week by the name, style, and title of Baron Cohen of 
Birkenhead, of Birkenhead in the County Palatine of 
Chester. 


Deputy Chief Medical Officer—Dr. G. A. CLark, for- 
merly professor of physiology and dean of the medical 
faculty at Sheffield and since 1946 a principal medical officer 
at the Ministry of Health, has been appointed Deputy Chief 
Medical Officer at the Ministry of Health from August 1, on 
the retirement of Sir WELDON DALRYMPLE-CHAMPNEYS. Dr. 
Clark is 62. He is a member of the governing body of the 
British Postgraduate Medical Federation, and has served on 
the G.M.C. since 1938, first as the representative of Sheffield 
University and later as a Crown nominee. He graduated in 
medicine at Durham, obtaining a gold medal with his M.D. 
The other Deputy Chief Medical Officer at the Ministry is 
Dr. G. E. Gopper. 


Registers of Medical Auxiliaries—The 1956 registers of 
orthoptists and chiropodists are now available from the 
Board of Registration of Medical Auxdiaries, B.M.A. 
House. The registers are supplied free to medical prac- 
titioners and to hospitals and other authorities employing 
medical auxiliaries, To others their prices are respectively 
Ss. (orthoptists) and 10s. (chiropodists). 


SOCIETIES AND LECTURES 


A fee is charged or a ticket is required for attending lectures marked @. 
Application should be made first to the institution concerned. 


Wednesday, July 25 
POSTGRADUATE Mepicat ScHoot oF LonpoNn.—2 p.m., Dr. R. W. Riddell: 
special lecture on mycology 


Thursday, Ju'y 26 

InstrruTre OF Diseases or tHe Cuest—S p.m... Dr. H. J. C. Swan 
(Minnesota): Physiological Considerations Pertaining to the Surgical 
Correction of Congenital Intracardiac Defects 

Rovat CoLtece oF SurGeons or ENGLAND.—S p.m.. Hunterian Lecture by 
Professor J. S. R. Golding: Bone Changes in Sickle Cell Anaemia 

Rovat or Tropica, MEDICINE AND HyGiene.—At Hospital for 
Tropical Diseases, 7.30 p.m., clinical meeting. 


BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 


Dixoa.—On July 6. 1956, at Cardiff Maternity Hospital, to Megan (formerly 
Rees), wife of Dr. J. M. S. Dixon, a daughter—Anne Victoria 

Hewitt.-On June 19, 1956, at Bristol Maternity Hospital, to Yvonne 
(formerly Andrews), wife of Dr. Keith M. Hewitt, a brother for Paul 

Staniland.On July 11, 1956, at Central Middlesex Hospital, London. 
N.W.. to Shelagh (formerly Mathias). M.B., B.S.. D.A., wife of Gerald 
Staniland. M.Sc., M.B., B.Ch., F.R.C.S., a daughter. 


MARRIAGES 


—-Davies.—On July 7, 1956, at the Church of St. Boniface. Joint 
Headquarters, Moenchen Gladbach, Germany, Roger Thomas Pattinson. 
L.D.S. R.C.S., to Maureen Frances Davies, L.R.C.P.&S.Ed.. LR 
both of the Royal Air Force, Headquarters 2nd Allied Tactical Air Force 


DEATHS 


Arvor.—On June 28, 1956. at his home, 13. Traverse Ste. Anne, Aix-en- 
Provence, France. Frank Arvor, M.C.. MR.CS.. LR.CP 

Boyd.-On June 29. 1956, at his home, “ Strathienc,” Rochdale Road 
East, Boyd. M.B.. Ch.B. 

-—On June 30, 56, at his home, Weston. . 

William King Carew, L.R.C.P.AS.1. & L.M., 

Gunan.—On July 1, 1956, at Durban, Natal, South Africa, George Herbert 
Gunn, M.D., D-P.H., late of Caithness and Selkirk. aged 61. 
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We publish below a selection of those questions and 
answers which seem of general interest. It is regretted 
that it is not possible to supply answers to all questions 
submitted. 


Treatment and Prognosis of Diabetic Retinitis 


Q.—On what factors does the prognosis in diabetic 
retinitis depend? In an early case, apart from control of 
the diabetes itself, is there any other treatment that will 
retard the progress of the retinitis ? 


A.—The incidence of diabetic retinopathy is related more 
closely to the duration and control of the diabetes than to 
its severity. In the early stages vision may be unaffected, 
but, as the condition becomes more advanced, visual acuity 
is reduced to an extent which depends largely on the situa- 
tion of the lesions in the retina; small haemorrhages at 
the macula cause much greater loss of vision than larger 
ones elsewhere. One can, however, assure most patients 
that they are very unlikely to become blind. A small 
minority of diabetics with retinopathy develop retinitis pro- 
liferans in which the prognosis is much worse, and blind- 
ness is a common end result; in this connexion dilatation 
and deformity of the retinal veins and the formation of 
pre-retinal vessels are bad prognostic signs. 

Apart from good control of the diabetes, there is at 
present no treatment of proved value in checking or re- 
versing the progress of diabetic retinopathy. Most of the 
vitamins, including vitamin E and rutin, have been tried 
without success. Recently improvement has been reported 
following hypophysectomy and bilateral adrenalectomy, but 
it is too early to assess the value of these somewhat hazard- 
ous operations ; the results do not, in the writer’s opinion, 
seem to justify the risks involved. 


Angina in a Young Man 

Q.—A man of 31 has symptoms suggesting coronary in- 
sufficiency. His grandfather suffered from angina pectoris 
and his father had a coronary thrombosis some years ago. 
(1) What investigations can be done to clinch or refute 
the diagnosis? (2) If the diagnosis is confirmed, what 
measures may usefully be recommended to delay progres- 
sion of the disease? The blood pressure is normal. 


A.—Arterial disease is almost universal after the age of 
65, and death from its complications at a ripe age should 
not create undue alarm in the next generation. Anginal 
symptoms (“coronary insufficiency”) have to be carefully 
differentiated from other causes of chest pain, particularly 
intercostal muscle cramps, pleurisy, mediastinal emphysema, 
para-oesophageal hernia, and cardiac neuroses. A careful 
and detailed history gives most help, but electrocardiography 
at rest and after an effort test may reveal abnormalities in- 
criminating the coronary vessels. Barium swallow, with 
special study of the cardio-oesophageal junction in the head- 
down position, is an important investigation. 

If coronary atheroma or thrombotic narrowing is diag- 
nosed. the best immediate measures are weight reduction and 
nitroglycerin for, or in anticipation of, the pain. Smoking 
should be given up. Various workers are at present 
experimenting with (1) continuous treatment with coumarin 
drugs, (2) feminizing doses of oestrogens to reduce certain 
serum lipid fractions. These measures are either risky and 
excessively complicated or unpleasant, and real gain has not 
yet been proved. Dietetic elimination of cholesterol is of 
no real value, but fat intake should be reduced as part of 
the weight-control programme. Various surgical measures 
have been attempted to improve coronary blood-flow, mostly 
on the principle of developing vascular adhesions to neigh- 
bouring tissues, but so far none has achieved any permanent 
position in therapeutics. 


Preparation of Infants’ Feeds 
Q.—(1) If pasteurized milk and water from a piped town 
supply are used for preparing infants’ feeds, is there any 
need to boil the feed before administering it? (2) Is there 
any real point in attempting to “ humanize” pasteurized 
cow's milk for infant feeding by diluting it with water and 
adding sugar? Cannot most infants take the milk as it is? 


A.—{1) Pasteurized milk is bacteriologically safe immedi- 
ately after pasteurization, and piped water from the main is 
equally safe under ordinary circumstances. By the time the 
milk has been bottled, kept, and opened in the home, how- 
ever, there is opportunity for contamination, and in the 
same way by the time the water has been mixed with the 
feed it also may have become infected in a tank or else- 
where. From the practical point of view, in an emergency, 
a feed of pasteurized milk or tap water would be likely to 
be safe. It does not save much time, however, not to bring 
the feed to the boil, because it has to be warmed before 
the baby can be given it. Furthermore, insistence on care- 
ful sterilizing makes for a continuously higher standard of 
cleanliness and care. 

(2) Most babies after the first two weeks of life can 
probably take cow’s milk undiluted and will thrive on it. 
But there are certainly a few who do not seem able to 
tolerate it. The system of diluting milk and adding sugar 
has become habitual, and babies do very well when ade- 
quately fed in this way. It seems reasonable to start by 
diluting the feed, and then gradually to reduce the amount of 
water and sugar. The addition of sugar has also the pos- 
sible advantage of making the milk slightly sweeter, and so 
more palatable to the baby. 


Broken Hypodermic Needles 


Q.—What is the prognosis if a broken hypodermic needle 
is allowed to remain in the arm or buttock following an 
injection? Should it be recovered at all costs, or is it better 
to leave well alone ? 


A.—This is a question which it is impossible to answer 
fully without a knowledge of every detail of the case, There 
are, however, some general comments which may help the 
decision. Since injections are given with aseptic technique 
infection is not to be feared, and as the needle will almost 
surely be of stainless steel it should set up no local irrita- 
tive effects, The propensity for needles to wander when 
embedded in mobile tissues has undoubtedly been over- 
emphasized, although on rare occasions they have been 
known to progress as much as 2 ft. (60 cm.). Even so, it 
is very unlikely that a small needle will cause any damage 
en route. Of course, if the needle lies superficially and can 
obviously be removed easily, it is justifiable to do so, if only 
on psychological grounds ; but so much damage has been 
done in futile attempts to remove deeply embedded needles 
that, in the absence of symptoms, it would probably be 
much better to do nothing. 

Some have advised repeated x-ray examination at long 
intervals to check the position of the needle; the effect 
of this on an apprehensive patient, however, can well be 
imagined. 


Domiciliary Induction of Labour in Post-maturity 


Q.—What is the best way of carrying out a medical induc- 
tion of labour in cases of post-maturity? The method 
should be suitable for use in general practice. 


A.—The only safe method under the circumstances is the 
administration of castor oil and an enema. If this fails, 
and if the labour is more than seven days late according to 
the calculated date, there is a clear indication for seeking 
specialist advice and for admitting the patient to a fully 
equipped hospital where other methods can be used if neces- 
sary. Post-maturity is potentially a dangerous condition 
for the foetus, if not for the mother, and its proper manage- 
ment is impossible under the conditions of domiciliary mid- 
wifery and general practice. 
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Intra-arterial Oxygen 


Q.—What is the value of intra-arterial oxygen injections 
in peripheral arterial disease? Is there a centre in the British 
Isles where this treatment is under trial ? 

A.—The value of intra-arterial oxygen injections in peri- 
pheral arterial disease is still undecided. The effect of inject- 
ing a small volume of gas into the artery of a limb is to 
produce a short period of ischaemia at the periphery due 
to the obstructive effect of the bubbles in the smaller vessels. 
The effect is not confined to oxygen but occurs also with 
other gases. The period of ischaemia is followed by one of 
hyperaemia, which persists for a longer time than would be 
expected were it due simply to ischaemia such as might 
have been produced with a tourniquet. The exact physio- 
logical mechanism of the phenomenon, although the object 
of interest and experiment, is still obscure. 

Repeated intra-arterial injections of oxygen as a method 
of treating peripheral arterial disease is under trial at the 
Royal Victoria Hospital, Belfast. 


Percentile 


Q.—What does “ 50th percentile” mean? Is this just a 
jargon term that could with advantage be replaced by some 
more familiar phrase ? 


A.—If a large series of measurements is arranged in 
increasing order, the pth percentile is, roughly speaking, the 
value below which precisely p% of the observations fall. 
and above which there are 100— p%. The 25th percentile and 
the 75th percentile are often called the “lower and upper 
quartiles ” respectively, and the 50th percentile is called the 
“median.” Although the 50th percentile happens to have 
a short and fairly familiar name, the longer terminology is 
not entirely useless, since in describing the distribution of 
a number of measurements it may be useful to quote a 
number of different percentiles, including the 50th. 

The calculation of a percentile from any given series of 
measurements will usually involve interpolation between 
adjacent observations on either side of the required value. 
If there are nm observations, the median is defined as the 
4(n+1)th of the ordered series, if m is an odd number, and 
as the average of the 4nth and (4n+1)th if mis even. The 
median will in general be different from the average (or 
“ arithmetic mean”). For example, for the following set of 
measurements: 2, 3, 5, 10, 20, the mean is 8, but the median 
is 5 

Pyridoxine 


Q.—What are the clinical actions of pyridoxine (vitamin 
By)? Has it any acute or chronic toxic effects in man? 


A.—There has been no evidence of clear-cut deficiency of 
vitamin Bs in man, but benefits have been claimed with this 
vitamin in the treatment of diseases such as pellagra and 
beriberi, which are primarily due to deficiencies of other 
B vitamins. Possibly diets which are lacking in vitamin B; 
or nicotinamide tend to be deficient in vitamin Bs as well. 
Skin symptoms resembling those found in animals deficient 
in vitamin Bs may be induced in man by the antivitamin 
desoxypyridoxine, and may be cured by giving the vitamin 
at the same time. Large doses of vitamin Bs have been 
advocated for the treatment of excessive vomiting, especially 
during pregnancy, but it is rather doubtful whether the 
treatment is more than a placebo. Rats can tolerate doses 
of up to 1 g. of vitamin Bs per kg. of body weight without 
ill effects, but higher doses are toxic. In agreement with 
this low toxicity in the rat overdosing in man has never 
been known to cause ill effects. 


Inheritance of Polycystic Kidney 
Q.—How is polycystic kidney inherited ? 
A.—Most, perhaps all, instances of polycystic kidney, ex- 


cept for the variety causing signs and symptoms in infancy 
and early childhood, are due to a dominant gene. Accord- 
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ingly the risk of having polycystic kidney for the children 
of a man with the condition is 1 in 2. The children of 
a man known to have the condition should therefore be 
examined clinically and radiologically, when young adults, 
for the presence of polycystic kidney. Those who are 
found to have the condition should be warned that if they 
themselves have children these, too, will have a 1 in 2 risk 
of developing polycystic kidney. Those who are found 
on examination when adult to be normal can, however, be 
reassured that they will not transmit the condition. 


NOTES AND COMMENTS 


Varicose Ulcer.—Mr. Rowpen Foote (London) writes: I am 
most disturbed by the answer on varicose ulcer (* Any 
Questions ?"" June 23, p. 1499). I think great harm may be 
done to a multitude of patients if this advice is taken. Compres- 
sion treatment for oedematous and ulcerated legs has stood the 
test of many hundreds of years. Your correspondent does not, 
however, seem to have heard of the “ elastoplast ” or dry-elastic 
bandage. I submit it might have been better to have published an 
extract from Thomas Baynton’s famous work of one hundred and 
fifty years ago, A New Method of Treating Ulcers of the Legs. 
than to have answered the question in the wav you have. The 
answer ignores the cardinal essentials of treatment, which we all 
know to be compression treatment followed by massage, exercises, 
and elastic bandages Again, surgery along the lines of 
Madelune’s operation is recommended. This procedure did not 
survive for many years after its introduction in 1884 owing to 
its high mortality and uselessness. Finally, the application of 
zine oxide, soft paraffin, and a crépe bandage is advised by the 
Journal in 1956. This is entirely beyond my comprehension. 


Our Expert replies: I must remain entirely unrepentant in the 
face of Mr. Rowden Foote’s letter. There is certainly no one 
method in the treatment of varicose diseases and their compli- 
cations, and there was nothing in my answer to disparage 
“elastoplast " or other supporting bandages, or treatment by 
physiotherapy. Mr. Foote may not be aware of the fact that 
treatment in bed in elevation will lead to the almost automatic 
healing of varicose ulcers. Often all that is needed locally is an 
application to prevent adherence of dressings. The zinc oint- 
ment recommended has the advantage of protecting eczematous 
areas. The healed ulcer scars produced in this way are extremely 
sound, and any form of post-operative support after the period 
of convalescence is most unusual. Perhaps three brief case 
outlines from a large series may be helpful: Case ], a woman 
of 53 with recurrent ulceration over the internal malleolus ex- 
tending over four years which had failed to respond to hospital 
treatment on Bisgaard lines. The ulcer healed with two weeks’ 
postural treatment, operation was carried out, and the leg has 
remained well without external support. Case 2, a woman of 46 
who had had six children and recurrent ulceration of the left 
internal malleolus extending over five years. She had had a 
variety of treatments as an out-patient, including supporting treat- 
ment and physiotherapy. At the time she came under observa- 
tion she was completely incapacitated by a very infected ulcer. 
Healing was secured with three weeks’ postural treatment, opera- 
tion was carried out, and the patient is well. Case 3, a man of 
62 with a 16 years’ history of multiple ulcers around the lower 
third of the leg and diffuse eczema from the instep to the knee. 
He had been given up as incurable by hospital and his doctors. 
The condition cleared up with three weeks’ treatment in eleva- 
tion, operation was carried out, and the patient remains well. 
Perhaps these observations will suggest to Mr. Foote that I am 
more aware of the various methods of treatment than his letter 
would suggest, and also to dispel his fears about the harmfulness 
of the treatment recommended. 
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British Medical Association 


ANNUAL REPRESENTATIVE 


FOURTH DAY 
Monday, July 9 


The Representative Meeting reassembled for its final 
session at 10 a.m., with Dr. I. D. Grant in the chair. 


VOTES OF THANKS 


The CHAIRMAN moved that the cordial thanks of the 
Representative Body be conveyed to the following for the 
help they had given towards the success of the meeting : 


The Mayor (Councillor Lewis Cohen, J.P.) and Corporation of 
Brighton 

The Chairman of the Publicity Committee of the Corporation, 
nee of Publicity (Mr. G. E. M. Johnson), and his 
staff. 

The Director of the Royal Pavilion Estate (Mr. Clifford Musgrave, 
F.L.A,) and his staff. 

The Chief Constable of Brighton. 

The Parks and Gardens Superintendent and his staff. 

The Automobile Association. 

British Railways. 

All who had provided hospitality for overseas visitors. 

All who had provided hospitality for the ladies, including the 
Eastbourne Division of the B.M.A. 

Ciba Laboratories, for the Sunday Concert. 

The Brighton Philharmonic Society, for providing stewards for 
the Sunday Concert. 

The Sussex Association of the Medical Women’s Federation. 

The Brighton and Mid-Sussex Division of the B.M.A. for the 
cocktail party. 

The Local Executive Committee. 

The Ladies’ Committee, and all others who had contributed to 
the comfort and entertainment of the representatives and 
their ladies. 


OTHER MOTIONS BY DIVISIONS 
Summary of Annual Report 


Dr. D. L. Guuucx (East Herts) moved : 


That in addition to its Annua! Report, the Council be asked 
to consider the publication through the medium of its Public 
Relations Department of a short summary of that report for 
issue to all members. 

The Public Relations seemed the obvious department to 
deal with the matter. He reminded the meeting that, while 


*The first part of this report appeared in last week's 
Supplement. 
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the Association possessed an excellent public relations de- 
partment, each and every member was individually a public 
relations officer for the Association and would all be glad 
of instruction from the experts. 

The motion was carried. 


Date of Annual Representative Meeting 


Dr. R. M. S. McConaGHey (Torquay) moved that the 
Council be asked to consider changing the date of the 
A.R.M. from early summer to the autumn. 

After the Torquay meeting it had been felt that resorts 
were unhappy about having conference meetings in late 
June or in July, especially if the conference was of any 
size. Members, too, would probably be just as happy to 
meet in the autumn, 

Dr. J. S. M. Orp (Glasgow) objected because members 
would have so many other commitments in the autumn. 
Further, attendance at a June or July meeting could be 
combined with an annual holiday. 

Dr. McConaGHey, in reply, said that if the meeting were 
held in the autumn members would be fresher after their 
annual leave. 

The motion was carried. 


Accommodation at 1958 Annual Meeting 


Dr. Este Warren (Kensington and Hammersmith) 
moved : 

That the Council be asked to consider whether more could be 
done to help members who wish to have their children staying at 
Margate during the Annual Meeting there in 1958. 

She said something should be done to enable more young 
fathers to attend. 

Dr. A. Barker (Council) assured the meeting that the 
East Kent Division would do their best to accommodate 
everybody. 

The motion was carried. 


Medal of the Association 


Mr. D. S. Pracy (Nuneaton and Tamworth) moved that 
the meeting, remembering that the first object for which 
the Association was established was to promote the medical 
and allied sciences and to maintain the honour and interests 
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of the medical profession, was disturbed that the Council 
had not exercised its powers for many years to recognize 
the distinguished merit of the scientific work of many mem- 
bers of the profession by the award of the medal of the 
Association. It considered that attention to that matter 
should be given by the Council. 

The last award, he reminded representatives, was in 1926, 
and if the Association had continued and had bestowed it 
upon the discoverers of insulin, the sulphonamides, and 
penicillin it would have honoured itself. The medal could 
be awarded to a person who was not a member of the 
Association, and its award was not limited to people of 
British nationality. 

The CHAIRMAN oF CouNcit informed the Representative 
Body that the matter was under consideration. 

The Nuneaton and Tamworth motion was carried. 


Convalescent Homes for Doctors 


Dr. Joan CHAPPELL (North Middlesex) moved that the 
Council be asked to consider ways and means by which a 
convalescent home or homes could be established for the 
use of members of the medical profession and their imme- 
diate relations. She said that the Association could not 
use its own funds for the purpose, but medicine was the 
only profession without that amenity. 

Dr. R. H. Moore (North Middlesex) seconded the motion, 
which was carried. 


Medical Implications of Modern Weapons 


Dr. J. S. Haprer (Winchester) formally moved that, as any 
future war was likely to start with little warning, it was 
essential that members of the medical profession should 
understand the medical implications of modern weapons. 
The Government should arrange courses in those subjects. 

The motion was carried as a reference to Council. 


National Major Casualties Service 


In moving on behalf of Mid-Cheshire that the meeting 
considered that the Council should discuss with the Govern- 
ment the formation of a major “ Casualties Service ” cover- 
ing the whole country, with special reference to the posi- 
tion of medical practitioners, Dr. W. N. Leak expressed 
the hope that Council would take notice of the letters 
which he had written on the subject and which had been 
published in the Journal, because they were based on ex- 
perience and not on fancy. 

The motion was carried. 


Medical Acts Consvlidating Bill 


There was a motion by Hendon that, in view of the 
decision of the General Medical Council to promote a 
consolidating Bill for the approval of Parliament, the 
Council be requested to examine and report on the working 
of the Medical Acts, 1858-1950, with special reference to 
the difficulties attendant upon provisional registration, dis- 
ciplinary procedure, and elective representation of the pro- 
fession, and to take any urgent action that appeared 
necessary and desirable. 

In moving it, Dr. Ropert Forses said that at the moment 
there was a consolidating Bill going through the House 
of Lords which sought to consolidate some twenty Medical 
Acts, and it was desirable that special attention should be 
paid to difficulties which had emerged in the operation of 
provisional registration, and that consideration should be 
given to disciplinary procedure with respect to some diffi- 
culties which had been encountered, and to elective repre- 
sentation of the profession. He suggested that some suitable 
proposals might be prepared for consideration at the next 
Representative Body. 

Dr. H. Guy Dat (Council) said that the consolidating 
Bill was only a consolidating Bill and did not introduce any 
new problems. It was an attempt to gather all the Acts 
together and bring them completely up to date. The 
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drafters of the Bill had been most insistent that there 
should be nothing new in it, and it would not give any 
opportunity to make any alterations in the existing law. It 
was only in 1950 that there was a Medical Act, and it would 
be many years before any alteration could be effected. 

The motion was carried. 


Consultation with Profession 

Dr. R. P. Henpry (Rugby, with South Warwickshire) 
moved to express the earnest hope that in future any medical 
committee or council which advises or acquiesces in any 
major change in medical or medico-political policy will 
either take steps to ascertain the views of the profession as 
a whole or else make it clear that the opinion expressed is 
solely that of the individuals forming the committee, etc., 
and by no means necessarily that of the profession as a 
whole. 

He said that this was prompted by the heroin controversy. 
There was a little trouble in Dublin because of the issue of 
the report on marriage and divorce before the Council had 
ratified it. The World Health Organization had raised the 
heroin controversy by asking for the Government's views 
and the views of the medical profession, and those views 
should have been taken into consideration. The purpose 
of the motion was not to put any pressure on any committee 
to agree with the view of the British Medical Association, 
but it should be made clear that it was their views and 
not necessarily the views of all the members of the profes- 
sion. 

The motion was carried. 

Mr. D. S. Pracy (Council) said that he had been asked to 
move, on behalf of Rugby, that the Council should obtain 
from members nominated by it to serve on statutory com- 
mittees an undertaking that if matters affecting medical prac- 
tice are discussed or appear on the agenda they will press 
for an adjournment of the matter or item until steps have 
been taken to ascertain the opinion of the medical profession 
in this country. As the form of the motion might make it 
too rigid he asked that it should be accepted as a reference 
to Council. ' 

Dr. C. W. WaLKER (Cambridge and Huntingdon) said that 
this really would not do. He was nominated to serve on 
the Central Health Services Council as a general practitioner 
and he was asked not to consider himself as a representative 
of the B.M.A. but to say and think as he liked, and he had 
done so. It was important that members nominated by the 
Association to serve on these statutory committees should 
feel free to express their own views freely and frankly. Such 
members had a lot to learn; they got glimpses of the 
workings of a Government department and to know and 
like their medical colleagues in the Ministry. 

Dr. B. HirsH (Manchester) said that the question of the 
relationship between the statutory committees and the Divi- 
sions had been dealt with by the Council, but the ramifica- 
tions of the question of the relationship between the statu- 
tory committees and the local Divisions had never been 
clarified. The local medical committee was being built up 
and the Division was struggling to keep alive. Two con- 
ferences had discussed the problem and had come to differ- 
ent conclusions. The first duty of members of the B.M.A. 
was to the B.M.A., and he hoped that B.M.A. members who 
were members of statutory committees would not act to the 
harm of the Association, 

Dr. E. A. GreoG (Chairman of Council) said that this was 
always a difficult position. Certain things could happen and 
the individual member was obliged, during a discussion, to 
come to a decision. On the other hand, he was there because 
the Association understood him to be a person who was 
imbued with its views and principles. It was sometimes 
difficult to remember what view was expressed by the Asso- 
ciation on a particular matter, or whether a definite policy 
had been laid down by it. However, he thought there was 
much in this resolution. It was important that the Asso- 
ciation’s nominees should bear in mind the warnings which 
had been given. 
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Dr. C. P. Wattace (Guildford) said that he hoped this 
motion would be rejected. Great care should be taken to 
send forward people whose views were known and about 
whose principles there was no doubt. The Association 
should nominate men who would give their best services to 
these statutory committees but not act as stooges. 

Dr. Ropert Forses (Council) moved that the meeting 
proceed to the next business, which was seconded and 
carried. 


Accidents to Doctors 


Dr. W. N. Leak (Mid-Cheshire) moved to ask the Council 
to discuss with the Government the matter of compensation 
for doctors injured or who lost their lives in attending acci- 
dents. He said that the legal position was that if a doctor 
in the N.H.S. was called upon to attend a National Health 
Service patient he had to go. If he lost his life there was 
a pension for his widow, at the discretion of the fund, based 
on his length of service. If he got pneumonia or some other 
disability he got nothing. At the time of an accident the 
doctor did not think about such things, but it was the 
Association's duty to think for him. The award of a medal 
would not sustain him for the rest of his Jife. 

Dr. E. A. Greco (Chairman of Council) suggested that 
it would be better to let the Council consider this and then 
decide whether to go to the Government or come back to the 
Representative Body first. He proposed that this should be 
a reference to Council. 

It was agreed that the motion should be treated as a 
reference to Council, and it was carried in that form. 


Statutory and “ Item of Service” Fees 


Dr. J. C. ARTHUR (Gateshead) moved that these fees should 
be reviewed in the light of 1956 values of money. He said 
that piecemeal reviews were going on all the while, but the 
Division felt that the time had come when the whole of these 
fees should be looked at en bloc, and he understood this 
was being done. If so, this resolution would only reinforce 
that action. 

Dr. A. Brown (Cambridge and Huntingdon) said that this 
review was being made, and when something definite was 
settled a statement would be issued to the profession. 

The motion was carried. 

Dr. J. C. ArtHuR (Gateshead) also moved that a small 
booklet listing briefly all statutory, agreed, or recommended 
“item of service” fees be made available. He understood 
that this also was being done. 

The motion was carried. 


Fire Dangers in Home and Factory 

Miss Giapys M. Sanpes (Marylebone) moved to call 
attention to the urgent need for much more intensive propa- 
ganda to inform members of the community of the dangers 
of auto-inflammable materials and other fire dangers in the 
home and factory. She said that new materials were being 
evolved very quickly, and development and research in man- 
made fibres was far in advance of scientific investigation. 
This was one of the causes of the increased number of 
accidents of this type. At the moment she understood there 
was no time for further legislation, and it was therefore very 
important to press for propaganda on this subject. 

The motion was carried. 


Association Tie 


Dr. H. A. FAULKNER (Willesden) moved that the Associa- 
tion, having acquired a coat-of-arms, should now acquire a 
tie. 

He said that during the last few days all present had felt 
themselves to be members of a brotherhood. He proposed 
that that brotherhood should be “ tied” with a B.M.A. tie. 

Dr. J. G. M. Hamitton (Council) trusted that the B.M.A. 
would not indulge in this kind of stupidity. 

The CHAIRMAN oF CounciL also opposed the motion, as 
did Dr. J. B. WratHALt Rowe (Harrow). 

Dr. FAULKNER, in reply, said he did not see why the 
harmless idea of a tie should be attacked. 

The motion was negatived. 


OCCUPATIONAL HEALTH 


Dr. J. A. L. VAUGHAN Jones, chairman of the Occupa- 
tional Health Committee, presented the sections of the 
report under “ Occupational Health.” He said that two 
years ago he informed the Representative Body that the 
policy of the Association was that the Ministry of Health 
should exercise general supervision over all health services. 
That did not mean direction. Last year he again pointed 
out that the Association still had the same policy. 

In the current year he had to report that, if there were 
no greater interest in the occupational health services 
shown by the Ministry of Health than they had made 
apparent in the past two years, then the Association would 
seriously have to reconsider the present policy, because the 
Ministry of Labour and National Service, although in a 
somewhat limited field, had, by the establishment of its 
Industrial Health Advisory Committee, shown a real and 
continuing interest in occupational health and its services. 
The circumstances had been somewhat complicated by the 
late Minister of Health’s becoming the Minister of Labour 
and National Service. 

The Committee had not embarked on any further large- 
scale planning because of the surveys of industry under- 
taken on behalf of the Industrial Health Advisory Com- 
mittee of the Ministry of Labour and National Service. 
The first survey was of all the industries in the town of 
Halifax to try to find out the extent of the problem of 
health in industry, to what extent services were already pro- 
vided, whether those services were adequate, and, if not, 
what additional services were desirable. That survey had 
taken almost twelve months and the report should be avail- 
able in October. 

The second survey was that of an industry. The chosen 
one was the pottery industry, which was known to present 
certain hazards, though much had already been done to 
eliminate the known hazards. The area chosen was Stoke 
and district. Even though that did not cover all the 
establishments of the industry, it could be accepted as a 
representative sample. 

The work in both those surveys had been undertaken by 
the medical and lay inspectorate of the factory department 
of the Ministry of Labour, a department which worked 
under a continuous burden of understaffing, but achieved a 
great deal of first-class work. With the inadequate staffing 
it was impossible for the department to fulfil all its normal 
obligations to industry, and in spite of economic crises it 
was false economy to try to save at the expense of the staff. 
When it was realized that 20 million days’ work were lost 
yearly because of industrial accidents and a mere 34 mil- 
lion due to strikes, it was clear that there was room for 
much greater efforts on the part of the Safety, Health, and 
Welfare Division of the Ministry of Labour and National 
Service to save the country’s economy. 

When the reports of those surveys were available it 
might be possible to assess the requirements of industry in 
terms of medical and other facilities. From that, it was 
wise that progress should be made by a process of evolution 
rather than revolution. 

If there was a sudden demand for a large number of 
additional medical officers for industry, it was not certain 
that adequately trained medical personnel would be avail- 
able. “That brings me to the question of traming,” he 
continued. “It is impossible to add to the already over- 
burdened curriculum, but at least we should again 
endeavour to persuade our clinicians in teaching hos- 
pitals to relate the effects of sickness to the question of 
work and resettlement rather more effectively than was 
done at present.” Most of the additional work in industry 
should be done by general practitioners on a part-time 
basis, and the Council had invited medical schools to pro- 
vide full-time and part-time postgraduate courses to enable 
general practitioners to be competent as well as willing to 
undertake the responsibilities which an appointment in 
industry entailed. Those were not jobs which could be 
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lightly undertaken, “and we must show ourselves fully 
capable of giving the very real assistance which we can con- 
tribute to a healthy working environment and a happy and 
contented working population. This is a matter of mental 
as well as physical health.” More full-time officers and 
more specialists in occupational health would also be 
required. 

Automation was not a popular term, but the issue had to 
be faced that there would be redeployment of personnel in 
industry and eventually shorter working hours. Practi- 
tioners could assist considerably in that redeployment. 

He appealed to representatives to try to develop more 
Occupational Health Advisory Councils, particularly in the 
industrial areas of London, the Midlands, Lancashire, the 
North-east, and Scotland and Wales. Joint consultation 
was a major function in industry, and with the addition 
of the doctors much could be achieved in promoting a 
better understanding of the problems which would always 
arise. 

The pattern of worker, employer, and doctor sitting 
together had been followed in the Industrial Health 
Advisory Committee of the Ministry of Labour and 
National Service ; practitioners must take the initiative 
in promoting those councils locally, and in inevitably 
improving the industrial atmosphere by frank discussion of 
each others’ difficulties. 

“ May I most earnestly ask for your support in this estab- 
lished concept ? he concluded. “ You can achieve locally 
what is being achieved centrally, and the decisions arrived 
at centrally will be much more easily applied in the peri- 
phery if similar discussions have already taken place. The 
Council hope to see at least ten new advisory councils in 
the coming year, but it all depends on the initiative of local 
Divisions.” 

Dr. W. S. Parker (Public Health Service), in reinforcing 
what Dr. Vaughan Jones had said about the Occupational 
Health Advisory Council, said that it consisted of four 
members of the local B.M.A. division, four employers, and 
four employees with power to co-opt. In the coming 
winter his own Joint Advisory Council was organizing a 
half-day conference of 250 people, including doctors, 
employers, and employees, the subject being occupational 
dermatitis. Such meetings helped to reduce hazards and cut 
down industrial accidents. It was a tragedy, he said, that 
there were only eleven such councils in the country. 


Administration of Morphine by Nurses in Industry 

Dr. Atistair R. Frency (Marylebone) moved to express 
astonishment at the refusal of the Home Secretary to legalize 
the administration of morphine by competent nurses in 
serious industrial accidents, and instructed the Council to 
press for this essential medical service to industrial workers. 

He explained that a deputation from the Royal College 
of Nursing and the Association went to see the Home Secre- 
tary, and requested an amendment in the law (it could be 
amended by regulation) to provide that competent nurses 
employed in industry should be responsible persons to 
administer morphine in cases where there was likely to be 
delay in getting a doctor to the scene. To the great surprise 
of many, the Home Secretary, after consideration, replied 
that he could not agree to extend that concession to respon- 
sible nurses in scheduled factories where severe accidents 
were likely to occur. The Home Secretary considered that 
the proper way to provide for a serious accident was to 
ensure that there were arrangements for securing the early 
attendance of a doctor. 

Dr. R. P. HeNpry (Rugby, with South Warwickshire) 
pointed out that it was merely a matter of acting in emer- 
gency in specified, predetermined agreement with the indus- 
trial medical officer who had advised it. Admittedly it could 
conceivably have some dangers, but he considered that the 
chance of a nurse being guilty of an error of judgment was 
og The advantages far outweighed any disadvantages in 

view. 
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Dr. J. S. Noste (Biyth, with Morpeth) said that the 
motion placed upon their excellent nursing colleagues one 
extra bit of responsibility which fundamentally was the 
responsibility of medical practitioners, and he did not con- 
sider that they would be quite fair in doing that. A shocked 
patient required intravenous morphine in many cases, and 
that was not the job for a nurse to carry out. We are 
making too many exceptions with regard to the use of dan- 
gerous drugs,” he concluded, “ and I ask the meeting to 
reject this motion, not to cast a slur on the nurses but rather 
to safeguard them.” 

Dr. VAUGHAN Jones said he hoped that the meeting would 
pass the motion, because it would reinforce the Committee 
when a visit was made to the Ministry. So far as the ques- 
tion of responsibility was concerned, the Royal College of 
Nursing was combining in the visit to the Ministry, and the 
point could be submitted that it was a realistic and practical 
scheme. 

Dr. FRENCH, in reply, asked the meeting to pass the motion 
unanimously, remembering that it was not a question of 
whether nurses were capable of accepting responsibility. If 
midwives were considered sufficiently competent to administer 
pethidine, there was little reason why nurses in industry 
should not administer morphine in emergencies. 

The motion was carried. 


First-aid Manuals 


The CHAIRMAN, formally on behalf of Gateshead, moved 
that the statement that the Association was taking an 
interest in the preparation of a textbook for first-aid workers 
was to be welcomed, and urged that consultation with the 
Association was desirable in the preparation of all books of 
this nature claiming to be standard teaching manuals. 

He said that in his view it was unnecessary for the Asso- 
ciation to prepare a textbook for first-aid workers of their 
own when there were two perfectly satisfactory ones already 
in existence. 

Dr. J. A. L. VauGHan Jones (Council) said that in his 
opinion Gateshead had got hold of the wrong end of the 
stick. When the first-aid book first came along it was to be 
a tome of some 700 foolscap pages, and if one believed all 
it said the impression would be gained that doctors were not 
needed in industry at all. It had been reduced to reasonable 
proportions, and it was felt that the Association had an 
interest in the production of any manual on industrial first 
aid. 

Dr. C. P. Wattace (Guildford) said it was not the func- 
tion of the Association to try to usurp the position of an 
organization such as the British Red Cross or the St. John 
Ambulance Brigade. There was a tendency to suggest that 
the Association should be doing this, that, and the other 
thing—the jobs of other organizations—and he urged the 
meeting to reject the motion. 

Dr. G. S. R. Lrrrte (Greenwich and Deptford) said he had 
been associated with the St. John Ambulance Brigade for 
some twenty-two or twenty-three years, and recently with 
the British Red Cross, and he was filled with admiration for 
both organizations ; but the motion merely stated that the 
Association was taking an interest in the preparation of a 
textbook on first aid, and if the motion was rejected it 
would be*tantamount to saying that the Association did not 
take an interest. In spite of the St. John Ambulance 
Brigade and the British Red Cross it was desirable that the 
Association should take an interest. 

The motion was carried. 


Use of Antibiotics by Nurses 
Dr. H. Waker (South-west Essex) moved that nursing 
staff employed in industry should follow hospital practice 
and never use antibiotics or chemotherapy in any form with- 
out the express instructions in writing in each case of a 
registered medical practitioner. 
This was agreed. 
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MEDICAL FILMS 


Dr. R. P. Liston, chairman of the Film Committee, pre- 
sented the Annual Report under “ Medical Films.” 

He expressed his committee’s thanks for the gifts of films 
which had been received. 

He said that the Academy of Medical Sciences of the 
U.S.S.R. had presented to the Association a film on “ The 
Circular Vascular Suture” and that the Association had 
given the Russian visitors a copy of a film on “Corneal 
Grafting.” 

The Council had agreed to the holding of an annual film 
competition, details of which would be published in the 
Journal in due course. 

The revision of the film catalogue had been undertaken on 
lines which it was thought would provide an easy and accept- 
able guide. 

The report was approved. 


MEDICAL BENEVOLENCE 


Dr. H. M. Gotpina, chairman of the Charities Committee, 
presented the report under “ Medical Benevolence.” 

He expressed the committee’s gratitude for the increased 
income amounting to £45 over last year’s, but pointed 
out that it represented only £45 on £12,000. He said that 
their appreciation was a little tinged with fear because in 
these times of rising costs there were more claims than 
ever, especially for children going to school. He entered 
a special plea on behalf of elderly and lonely people, who, 
he said, greatly appreciated a little company. “We have 
often been accused of excessive prescribing,” he said, “ but 
we shall never be brought to book for giving too much 
of the mixture of sympathy, friendliness, and thought for 
others.” He appealed to the whole profession to take a 
wide conception of benevolence so that the needy should 
find sustenance, the elderly and lonely comfort, and the 
disabled and sick encouragement to endure. 

Dr. J. T. BaLDwin (East and Midlothian) expressed special 
appreciation of the excellent work of the Ladies’ Guild, 
and asked that there should be some reference to that in 
the committee’s report. 

Dr. Go.LpiIno said that his committee was in no way 
unmindful of the wonderful work of the Guild. The diffi- 
culty about referring to them in the report was that they 
did most of their visiting to those who needed financial 
assistance, and it was feared that in some parts of the 
country, even where the Guild were very active, some 
cases might be missed. He had no wish to say anything 
which would in any way detract from the value of their 
work. 

The report was approved. 


PUBLIC RELATIONS 


Dr. H. Guy Dain, Chairman of the Public Relations 
Committee, presented the sections of the report under 
“Public Relations.” 

The department had had an excellent and busy year; 
relations with the public had been enormously improved 
since its introduction. It was continuing to answer ques- 
tions from the public and the Press on all matters of 
general interest, and could deal with all sorts of quaint and 
curious queries with the least possible delay. 

During the year the department had seized its oppor- 
tunities cleverly and effectively to advance the point of view 
which the Association wished to get over to the public. 
Very well attended press conferences had been called to 
deal with reports on such questions as hypnotism and divine 
healing and on homosexuality and prostitution. It was 
not necessary to point the moral of the effectiveness of 
the work of the department on heroin. F 

After the tremendous excitement in one or two hospitals 
where conjoined twins had been born and the whole public 
relations of those hospitals had broken down, the depart- 
ment had invited the Press to come and discuss the matter. 


The invitation had been received with great enthusiasm 
and the committee had been extremely gratified with the 
importance in the press world of those who had attended. 
The Ministry had ultimately agreed to issue to hospitals a 
code of behaviour between hospitals and the press which it 
was hoped would smooth relations between the two, helping 
the Press to get the information which it properly should 
have and enabling the hospitals to give it with the least 
possible difficulty. The committee had received the greatest 
possible help from the Press, particularly from the president 
of the Press Council, Sir Linton Andrews (editor of the 
Yorkshire Post). It was proposed to have continually in 
existence a body to which difficulties could be referred. 
It was hoped to improve still further the relations between 
the hospitals and the Press. 

A disappointing feature of the past had been the lack of 
support for the Hastings Lectures. The Yorkshire Branch 
had very kindly undertaken to organize a meeting for the 
provinces, and the result had been a most gratifying success 
for the lecture, which had been given by Sir Henry Cohen. 

Dr. C. P. Watrace (Guildford) paid a warm tribute to 
the work of Mr. Pringle, the Public Relations Officer, He 
expressed disappointment that the Council should have 
turned down a resolution calling for an effort to be made 
to educate the public on the primary responsibility of people 
for their aged relatives. There were strong reasons why 
the matter should be pressed home, including the shortage 
of hospital beds and the straining of the resources of the 
already over-taxed nursing profession. 

Dr. F. A. BeLam (Guildford) protested against the iniquity 
of medical officers of health having to implement com- 
pulsory removal of patients from their homes—a_ thing 
which he had always done with the utmost reluctance, for 
it often resulted in the very imminent death of the patient. 
The best person to bring influence on the relatives in the 
matter was the family doctor, and he ought to do it. 

Dr. W. Woo.ey (Council) said that neither the Council 
nor the Public Relations Committee had opposed the reso- 
lution mentioned by the last speaker. All that had been 
said was that the individual doctors were already doing the 
necessary work and would go on advising and doing all 
they possibly could, but that if there was to be mass pro- 
paganda to induce people to look after their aged relatives 
it was better undertaken by the Government, the churches, 
or other organizations. Meanwhile doctors, as individuals, 
would continue to do their best in individual cases. 

The report was approved. 


ARMED FORCES 


Major-General J. C. A. Dowse, chairman of the Armed 
Forces Committee, presented the sections of the report 
under “Armed Forces.” 

He said that the Committee disagreed with the Waverley 
Report on three points. First, the Committee thought it 
entirely wrong that there should be two lines of promotion, 
one for the professional side and one for the administrative. 
Other methods should be employed to give the professional 
side adequate financial inducements. Secondly, the Waver- 
ley Committee did not appear to realize the vast problem of 
preventive medicine in the armed Forces, and the Armed 
Forces Committee had stressed to the Minister of Defence 
that the mere possession of a D.P.H. was not a qualification 
for the higher work of preventive medicine. Finally, in a 
memorandum to the Minister of Defence it had been pointed 
out that doctors in the armed Forces should be paid at 
rates comparable with those in the Civil Service. 

The report was approved. 


SCOTLAND 


Dr. W. M. Knox, on behalf of Council, presented the 
report under “ Scotland ” and the memorandum of evidence 
by the Scottish Committee on Medical Participation in the 
Control and Management of Hospitals, which forms Ap- 
pendix VII of the Annual Report of Council. 

The report was approved. 
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WALES 


Dr. T. W. Davies, chairman of the Welsh Committee, 
presented the Annual Report under “ Wales.” 
The report was approved. 


INTERNATIONAL RELATIONS 


Dr. J. A. PripHaM, chairman of the International Rela- 
tions Committee, presented the Annual Report under “ Inter- 
national Relations.” 

He said that the cornerstone of their international relations 
was the World Medical Association, which, he stressed, was 
a voluntary organization, and should not be confused with 
the World Health Organization, which was supported entirely 
by Government funds and run by Government officials. He 
pointed out that the World Medical Association was started 
in B.M.A. House in 1946, although born oijficially in Paris 
in 1947, and the B.M.A. had played a large part in its 
formation and in supporting it. At present, he said, 80% 
of its funds were contributed by America, and the aim was 
to increase the contribution of the rest of the world to 50%. 
He pointed out that the work of international organizations 
affected everyone ; they passed resolutions and drew up con- 
ventions which Governments were persuaded to honour, and 
cited that on heroin as a recent example. The W.M.A. had 
a permanent medical observer at Geneva so that national 
associations could be kept fully informed of what was hap- 
pening. It had been decided by the Council, at the request 
of the W.M.A., to start a British supporting group either 
in the autumn or early in the following year. 

The Presipent (Dr. T. C. Routicy) said that the W.M.A. 
owed a great debt of gratitude to the B.M.A. If there were 
not a World Medical Association, he said, one would have 
to be invented. 

Dr. J. S. Hapret (Winchester) moved to instruct the 
Council to continue to press the Government to ratify the 
Geneva Convention of 1949. 

This was carried and the report was approved. 


REFORM OF THE NATIONAL HEALTH SERVICE 


Dr. H. H. D. SuTHERLAND, chairman of the Amending 
Acts Committee, presented the Annual Report under “ Re- 
form of the National Health Service.” 

Referring to a suggested code of conduct for patients, he 
said for it to be enforced and mandatory there would have 
to be statutory provisions and certain penalties, which neither 
Parliament, the people, nor the Press would approve. 


Code of Conduct for Patienis 


Dr. M. R. SHeripan (North Middlesex) moved on behalf 
of Cumberland a motion regretting that the Council had 
discontinued consideration of a code of conduct for patients, 
and urging that the matter should be pursued further. 

He said there was a minority of patients who were more 
than just uncooperative, who would be anything from an 
irritation to an intolerable nuisance. The few doctors who 
were found to be in breach of their terms of service could 
be dealt with before tribunals, and he suggested that what 
was sauce for the goose was sauce for the gander. He 
agreed that at present the making of an enforceable code 
of conduct for patients was problematical, but the motion 
was a suggestion as to the direction in which the matter 
should be pursued. 

Dr. R. H. Moore (North Middlesex), supporting the 
motion, said that the success of the National Health Service 
depended on a gentleman's agreement between patient and 
doctor, which at the moment was one-sided, as only the 
doctor signed it. 

Dr. C. P. Wattace (Guildford) supported the view of 
Council as expressed in para. 74 of the Annual Report of 
Council. “For goodness’ sake let us look after our own 
code of conduct and let us do all we can to encourage a 
sound code of conduct among our patients. Do not let us 
try to put them in strait-jackets and then take them out 
because of some breach of etiquette because of the heat of 


ANNUAL REPRESEN 


SUPPLEMENT to tHe 
British MEDICAL JoURMAL 


TATIVE MEETING 


the moment.” All doctors had suffered from patients, but 
they forgave them and he hoped they would continue to do 
so. The large majority of patients were co-operative. That 
must never be forgotten. The one thing which mattered 
was the doctor-patient relationship; that had been stated 
over and over again in these meetings and that must be one 
as between friends and not one caged by rules of ethics. 

The CHAIRMAN said that Manchester objected to their 
motion under this heading being included in the starred 
motion, as they were entitled to do, and it would be taken 
separately. 

The Cumberland motion was lost. 

Dr. B. Hirsu (Manchester) asked the meeting to say that, 
in view of the fact that savage penalties were inflicted on 
doctors for infraction of their terms of service, there should 
be some penalty for patients who abused it. He said he 
thought it was tragic that one of the most important resolu- 
tions at the meeting should be carried on in an atmosphere 
of rush and excitement, for this affected every doctor in the 
country. The duty of the Association was to protect the 
interests of the doctor, but one sometimes got the impression 
that it was protecting the public. If anyone ever needed the 
help of his organization it was the doctor. His terms of 
service covered 24 hours a day, seven days a week, and 365 
days in the year. His life was spent in an atmosphere of 
sickness and tragedy. Owing to the great advances of medi- 
cine it was assumed, if anyone died, that someone had been 
negligent. There were three tribunals, the Medical Services 
Tribunal, which he had already mentioned, the High Court 
of Justice, and the General Medical Council. The doctor 
was unique in that he could be punished three times for 
the same offence. The patient received tremendous benefits, 
but what protection had the community against abuses by 
the patient ? None. He could send for the doctor 50 times 
a day, get him out maliciously at night, but there was no 
punishment for that. On one occasion a doctor under provo- 
cation told the patient to go to hell ; he was fined £10. What 
would have been the fine if the patient had told the doctor 
to go to hell? None at all. The paragraph said that the 
problem was not a large one and that a code of conduct 
would not serve any practical purpose. The patient was so 
perfect that he did not need any rules, while the doctor 
needed three courts of correction. Somebody would say 
that it could not be done, but the Ministry of Pensions 
and National Insurance warned members of the public that 
false statements calculated to obtain benefits were liable 
to be dealt with as a criminal offence. There should be 
a similar warning for patients who abused the medical ser- 
vices. Most people would agree that under the Act no 
patient could do anything wrong and no doctor could do 


anything right. 


Dr. A. Barker (Council) said that the meeting had listened 
to a very dramatic speech which he hoped would not be 
taken too seriously. (“Why?") Because it was not true. 

Dr. C. V. Brown (Manchester) said that doctors were 
under contract to the Ministry, but the patient was not. The 
practical solution would be to compel patients making com- 
plaints to lodge £2 with the executive council, which would 
only be refunded if the complaint was substantiated. He 
urged the meeting to maintain the self-respect of the profes- 
sion by supporting this motion. 

Dr. A. V. Russett (Council and Amending Acts Com- 
mittee) said that he felt great sympathy with the Manchester 
motion. It was true that doctors had duties and patients 
had rights, but politics was the art of what was possible. 
The Amending Acts Committee spent many hours over the 
problem and had come to the conclusion that with the 
present set-up the patient was in the position of being able 
to swing votes one way or the other, so that in the political 
arena the Association would not get the assistance of any 
political party on the suggestion that patients should be 
punished. Many suggestions were discussed as to the action 
which could be taken, but were rejected ; the suggestion just 
made by Dr. Brown was valuable and the Amending Acts 
Committee might well consider it. He asked the meeting 
to reject the motion. 


| 


JuLy 21, 1956 


Dr. St. G. B. D. Gray (South-west Essex) : As we treat 
our patients so they treat us. 1 have no trouble with my 
patients. 

Dr. H. H. D. SuTHERLAND (Council) said that this was a 
small problem, and they must avoid getting into the position 
of being inflamed by a political type of speech. 

Dr. Hirsu, in reply, said that he had not been convinced 
by the arguments against the motion. Dr. Russell said that 
there was no likelihood of its being accepted by the political 
parties ; but that “should not concern us: it is our job to 
protect the doctors.” 

The motion was carried. 

Dr. ANNiS GILLIE (Paddington) moved that the attention 
of the Government should be drawn to the need for con- 
tinuous education of the public, both in youth and in adult 
life, in the constructive and responsible use of the National 
Health Service. 

Dr. H. H. D, SUTHERLAND accepted it on behalf of Coun- 
cil and it was carried. 

Dr. R. H. Moore (North Middlesex) moved that the right 
of buying and selling of the goodwill of practices should be 
restored. He said that this would be the means of restor- 
ing to them, their children, and those who followed after, 
the right of freedom of movement. At the moment a 
doctor was forced to accept the conditions of his practice. 
If he was getting old and the local council built ten-story 
blocks of flats without a lift, or if his health was not equal 
to carrying on a large practice, he could not go to a 
smaller or easier one. The Act had been devised with that 
end in view. One Minister of Health had said that 
he would never be satisfied until he had the medical 
profession under his thumb; but the initiative was still 
with the profession, it was not entirely under the thumb 
of any politician, and he would suggest that they should 
break the shackles on them. He asked that the amend- 
ment should be passed by the necessary two-thirds majority, 
because this was a change in ‘Association policy. 

Dr. Sr. G. B. D. Gray (South-west Essex) said that it was 
only in the British Commonwealth of Nations that the buy- 
ing and selling of practices existed. Their colleagues in 
other countries looked upon it as unethical, even immoral. 
When the Act was discussed in the House of Commons in 
February, 1948, not a single word was raised in the House 
of Commons in defence of the buying and selling of prac- 
tices. The House of Commons was a pretty good cross- 
section of public opinion in the country (“ No”); therefore 
it appeared to him that the buying and selling of practices 
was frowned upon in every part of the world except the 
British Commonwealth, and also by lay persons. 

Dr. A. M. Marpen (Lincoln) said that the resolution of 
the Glasgow Meeting in 1954 had been framed in such a 
way as to say that it was impracticable to seek the regaining 
of goodwill but had done nothing to negative reopening the 
matter if at any time the political climate changed. It had 
seemed that such a possibility was at least practicable. 

The present motion was rather clouding the issue. Asso- 
ciation policy was, “ Goodwill: we are sorry about it ; let us 
leave it at that.” The motion sought to reopen the matter. 
He thought it was far better left as it had been at Glasgow. 

Dr. L. J. Barrorp (Reigate) said that doctors no longer 
owned their practices, despite the fact that they had so 
far not been paid for them. They should remain the pro- 
perty of the doctor until they had been paid for. If it 
was possible to sell goodwill the changing of practices 
would be much easier. An old partner might be encour- 
aged to retire if his junior partners were able to purchase 
his share, and it would be more valuable to him if the 
compensation was due to him. ; 

A Representative spoke from the floor proposing that the 
meeting pass to the next business “before any further 
damage is done.” ; 

Dr. MAIDEN asked whether the acceptance of the motion 
would alter the position in relation to the Glasgow reso- 
lution. The CHAIRMAN said the Glasgow resolution would 


then be overruled. 
It was agreed to pass to the next business. 
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The CHAIRMAN OF CoUNCIL moved the reports under 
“Other Association Activities,” together with the report of 
the Committee on Medical Education (Appendix VIII) and 
the Evidence submitted by the Association to the Working 
Party on Social Workers. 

Dr. Doris M. Op_uM (Bournemouth), speaking as chair- 
man of the Joint Committee of Doctors and Magistrates, 
called attention to that committee's report on “Cruelty to 
and Neglect of Children.” 

Dr. C. P. Wattace (Guildford) expressed his great dis- 
appointment that the Council had not had time to report on 
the important finding of the Guillebaud Committee. There 
had never been a better example of the mountain being in 
labour and bringing forth a mouse! It was a most un- 
fortunate report and one with which he could not feel 
that the Association would agree. He expressed the hope 
that the Council would address themselves to it in the 
very near future. 


Elections to G.M.C, 


Dr. F. McC. THomPson (Wembley) moved that the meet- 
ing viewed with concern the advanced average age of the 
B.M.A. nominees for election to the General Medical 
Council. 

All members would be fully conscious of the debt which 
was owed to the Association’s representatives on the G.M.C. 
for their expenditure of time, energy, and experience on 
behalf of the members of the profession, but he felt that 
there ought to be a leavening of younger practitioners nom- 
inated by the Association, perhaps some of .those more 
actively engaged in National Health Service practice. He 
reminded the meeting that the G.M.C., in addition to being 
a disciplinary body, was concerned with medical education, 
and it was therefore important to have a representation of 
younger men when day-to-day problems were under con- 
sideration. 

Dr. C. Watney Roe (Chelsea and Fulham) agreed. He 
said there had been some dissatisfaction after the last G.M.C. 
election. He wished to make it clear, however, that the 
elder statesmen were very valuable indeed, and that the pro- 
fession was most grateful to them for all that they did. 

Dr. R. P. Henpry (Rugby, with South Warwickshire) 
asked that the meeting should throw out “such a noxious 
motion.” It should be ability, not age, that determined 
who should be elected. There was a lot to be said for 
having younger people, but it was up to Divisions to 
nominate them and persuade the Representative Body in 
five years’ time that the people they nominated were better 
than those who had borne the burden for so many years. 

Dr. A. Brown (chairman of Private Practice Committee) 
explained that when the elections became imminent the 
existing candidates were asked if they wished to stand 
again. Notices were then sent out to all Divisions asking 
them to make nominations, and the names came up to the 
Representative Body. If it was felt that the ages of the 
candidates were too great, that they were in danger of 
getting into senile decay, the remedy was in the hands, 
first, of divisions, and, secondly, of the Representative Body. 

Dr. THOMPSON, in reply, said he agreed with everything 
that Dr. Brown had said. 

The motion was lost. 

Dr. A. Barker (Council) suggested that Association Head- 
quarters should circulate to members the names and a short 
history of all candidates nominated by Divisions for election 
to the General Medical Council, and that the B.M.A. 
nominations should not be limited to the number of vacancies 
on the Council. 

He said that East Kent had no criticism of the personali- 
ties or age of representatives on the General Medical 
Council, but it was felt that, although the present method 
of selection was democratic, there was a danger that some 
extremely able man might not get the votes he should 
because he was not known. 

This was carried as a reference to Council. 
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Undergraduate Training in General Practice 

Dr. ErHecserta M. Lynron-Low (Lewisham) moved that 
the General Medical Council be requested to consider includ- 
ing a period of training and instruction in general medical 
practice in the curriculum of medical students. 

She said that her Division was of the view that a short 
period should be devoted during the final year of all students 
to general practice, whether or not they were to become 
general practitioners. Some knowledge, even if slight, of 
conditions, problems, and pitfalls of general practice would 
help to establish a better understanding between hospital 
staff and general practitioners, and it would give the student 
a better opportunity of deciding rightly whether he or she 
was suited for general practice or not. 

Dr. F. M. Rose (Council) said it might not generally be 
known that arrangements were already being made practi- 
cally all over the country between local general practitioners 
and medical schools so that such training was available to 
a certain number of final-year students. In his view it was 
important that those who were not going in for general 
practice should still avail themselves of the opportunity to 
gain an insight into general practice. He would not ask 
that it should be made compulsory at the present stage. 

Dr. E. C. Warner (Marylebone), speaking as the dean of 
one of the medica! schools, expressed the hope that the 
meeting would pass the resolution. It was becoming the 
policy of all the medical schools to introduce a period of 
training in general practice, and that policy was appreciated 
greatly by students and doctors alike. 

The motion was carried. 


' The “ National Formulary” 

Dr. D. Paton (Buckinghamshire) formally moved that the 
Ministry be urged, through a central testing organization or 
otherwise, to make one more effort to bring the National 
Formulary up to date, so that a practitioner, keeping in step 
with medical research and progress, was not compelled to 
prescribe a proprietary preparation for lack of a Formulary 
equivalent. 

Dr. A. B. Davies (Walsall and Lichfield and National 
Formulary Committee) said that the National Formulary 
did not pretend to teach people how to prescribe nor did 
it tell them to prescribe economically, though it might assist 
in both respects. When a new preparation was launched it 
could of course be prescribed, whether it was a proprietary 
product or not. It merely had to be justified. If attempts 
were made to produce an equivalent to the proprietary 
product, it did not necessarily follow that the new official 
preparation would be any cheaper than the original ; in any 
case, much time was taken in attempting to produce an equi- 
valent. Generally only the original producers had the 
“ know-how.” As soon as a preparation had been standard- 
ized the Formulary Committee issued supplements, which 
were sent round to practitioners and inserted in the Formu- 
lary ; and in any copy of the Formulary in Schedule A there 
were listed no fewer than 240 equivalents of proprietary 
preparations, and in another list in Schedule B all substances 
which had exactly the same pharmacological effect. In his 
view the National Formulary Committee was doing all it 
could to meet the matter and assist the practitioner in his 
prescribing. 

The motion was lost. 


Cases of Attempted Suicide 


Dr. Doris M. Opium (Bournemouth) moved a resolution 
which noted with concern the fact that in recent years a 
large number of people had been imprisoned for attempting 
suicide. She called upon the meeting to support the state- 
ment of the Joint Committee of the B.M.A. and the Magis- 
trates’ Association in 1947 that “there is a strong case for 
amendment of the law so that attempted suicide (excluding 
suicide pacts or incitement of another person to commit 
suicide) would not be dealt with as an illegal offence,” and 
expressed satisfaction that the committee was giving further 
consideration to this subject. 


The matter, she said, was serious, and in support quoted 
the following figures. In 1953, 563 people were brought 
before the courts, charged, and convicted of attempted 
suicide. In 1954, 577, of whom 391 were men and 172 
women, were similarly dealt with. In 1953 a number of 
people were imprisoned without the option of a fine for 
attempted suicide. There were 32 men and 6 women, and 
in 1954 there were 37 men and 9 women. In one case a 
sentence of imprisonment of two years was passed, and on 
appeal it was reduced to two months by the Lord Chief 
Justice, who spoke of the unsatisfactory position of the law. 
Great Britain and Poland were the only two countries in the 
world in which attempted suicide was an indictable offence, 
and Bournemouth asked the meeting to support the state- 
ment of the Joint Committee of the B.M.A. and the Magis- 
trates’ Association made in 1947 that there was a strong case 
for amendment of the law so that attempted suicide 
(excluding suicide pacts or incitement of another person to 
commit suicide) would not be dealt with as an illegal offence. 

Dr. W. M. Forp-Ropertson (Middle East) supported the 
motion, and pointed out that even in countries which were 
unenlightened in psychiatric and mental-health knowledge 
attempted suicide was not treated as a criminal offence. 

Dr. J. S. M. Orv (Glasgow) thought that more considera- 
tion should be given to the motion, and said that a great 
many attempted suicides were young people who, if they 
were sent for psychiatric treatment, would have a stigma 
attached to them, sometimes making it difficult to obtain a 
job. 

Dr. Opium, in reply, said that, although the Joint Com- 
mittee had been informed by the police that when they were 
brought in by a general practitioner their powers were used 
only in order to help patients who had no relatives or friends, 
in view of the number of attempted suicides given terms of 
imprisonment it was difficult not to believe that some of 
those cases were being treated as criminals and not in the 
interests of their health. 

The Bournemouth motion was carried. 

A motion by West Somerset, that as a matter of urgency 
Council should consider the need for further discussion with 
the Magistrates’ Association of the treatment of attempted 
suicide, particularly as the majority of these cases were in 
need of psychiatric treatment, was carried. 


The Chronic Alcoholic 
West Somerset moved that the problem of the chronic 
alcoholic patient with regard to discharge from treatment and 
subsequent relapse should be a matter for consideration 
between the B.M.A. and the Magistrates’ Association with a 
view to alteration of the law. 
The motion was carried. 


Chairmanship of Council 

The CHAIRMAN said he was sure every representative would 
regret to hear that Dr. E. A. Gregg did not propose to seek 
re-election as Chairman of Council. Dr. Gregg had been one 
of the outstanding personalities of the British Medical Asso- 
ciation, first as Chairman of the Insurance Acts Committee, 
then as Chairman of the Representative Body, and more 
recently as Chairman of Council. He had been unstinting of 
his time and energies, having travelled all over the world on 
behalf of the Association, whose reputation he had enhanced 
by his charm, tact, courtesy, and knowledge. His name 
was synonymous with that of the British Medical 
Association. The Chairman concluded by expressing the 
hope that Dr. Gregg would continue to give the Association 
the benefit of his wisdom and sound judgment for many 
years to come. 

The motion was carried by a standing vote, the Represen- 
tatives rising and applauding. 

_Dr. Greco said it was an embarrassing moment. The 
picture painted by the Chairman was one of considerable 
exaggeration. (Cries of “ No.”) He added that he appre- 
ciated all that had been said and the kind way in which the 
meeting had received it. 
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Dr. J. M. ALstTon (City) moved a vote of thanks to 
Dr. I. D. Grant. He said that in many years of service Dr. 
Grant had been known to everyone as a fine man and a fine 
friend, able and skilled in the business of the Association. 

The motion was carried with acclamation. 

The CHAIRMAN thanked the Representative Body for their 
reception of Dr. Alston’s speech, and went on to express his 
thanks to Dr. A. Beauchamp, his deputy, who had taken the 
chair on several occasions. 

He also expressed the sincere thanks of the meeting to the 
secretariat, who had worked tremendously hard in preparing 
the agenda, to the clerical staff, who had worked long hours 
and performed their duties so pleasantly, and also to Dr. 
Clegg and the Journal staff, whose work, done ungrudgingly 
and demanding many hours of overtime, was of tremendous 
importance. He said he was sure the meeting would want 
to send a message of congratulation to Dr. Agnes Kelynack, 
assistant secretary, who had recovered from an illness, and 
whom they would all be glad to see back at work with the 
secretariat. 

The meeting terminated at 1.45 p.m. 


THE ANNUAL DINNER 


The Annual Dinner in connexion with the 124th Annual 
Meeting of the Association was held at the Hotel Metro- 
pole, Brighton, on Tuesday, July 10, when the President, 
Dr. ALEXANDER H. Hatt, O.B.E., presided over a company 
of some 350 members and guests. The names of the more 
prominent of the guests appear in the ensuing report. They 
included the Mayor oF BriGHTON (Councillor Lewis Cohen), 
the Apostotic Detecate (The Most Rev. Gerald O'Hara), 
and the HiGH SHERIFF OF Sussex (Colonel Swanston Eeles). 

The toast of “The British Medical Association” was 
proposed by Sir Seymour Howarp, Bart., a former Lord 
Mayor of London. He spoke with admiration of the way 
in which the Association had conducted its business during 
the days it had spent in Brighton. It had furnished an 
example to politicians and trade union leaders, and he pro- 
ceeded to draw certain parallels between the task of those 
in commerce and industry in the City and those in the 
world of medicine. There was at the present time a certain 
moral sickness affecting the body politic. So many unknown 
factors had yet to be discovered that he was afraid they 
could not expect to reach a solution of the labour problems 
at the moment. There were too many politicians who were 
eager to resort to the knife, ready “to operate on Russian 
influenza and try to remove it like an appendix,” and at the 
other extreme there were those who trusted to magical 
formulae which were called slogans. In the City they had 
to deal not infrequently with rising températures, but they 
used the gave! rather than the clinical thermometer. The 
perfect bedside manner was as difficult to acquire in City 
affairs as it must be sometimes in medicine—it was one of 
those things which one had to be born with or not have 
at all. 

Nevertheless, he assured them that the world of business 
had an immense respect for the medical profession. It was 
the profession above all others in which more was freely 
given to the public out of the generosity of their hearts and 
their wisdom and experience than in any other profession 
in the world. “The fact that large numbers in this land 
rise up and call you blessed is worth more than money can 
buy.” Many in other walks of iife could never expect to 
see the result of their labours, but the members of the medi- 
cal profession had the satisfaction in many cases of witness- 
ing the restoration of grateful patients. 

He coupled with the toast the name of Dr. Alexander 
Hall, who, he was sure, would fill the presidential chair 
with very great distinction. He had heard it said that who- 
ever was President of a body such as this did not really 
matter because he was so well buttressed by the expert 
advice and knowledge of permanent officials that he could 
never put a foot wrong. That was a wrong way of look- 


ing at the matter, because when a man of great distinction 
like Dr. Hall filled the presidential chair he invested it with 
something of his own personality. They were very proud 
in Brighton to have Dr. Alexander Hall as President of this 
great Association, and they were sure that he would bring 
new lustre to bear upon the position. 

The PRESIDENT, in responding to the toast, suitably 
thanked the proposer, and spoke of his eminence in civic 
affairs and his recent extensive travels, which had included 
visits to Russia and to Canada and the United States. 
Dr. Hall went on to say that the Association, although it 
was 124 years old, had no geriatric problem of its own. 
The public were apt to think of them, disregarding their 
work in scientific medicine, as fully occupied with condi- 
tions of service and rates of pay; others confused the 
Association with the General Medical Council. But the 
Association was a voluntary body with no statutory powers, 
though it did maintain its standard of professional conduct. 
More and more their efforts were directed towards preven- 
tion, and it might be that at some future time clinicians 
would find themselves in a minority. 


A Successful Meeting 


Many months of strenuous effort had gone into the pre- 
paration for the Brighton Meeting. It would be impossible 
to mention all who had worked for its success, but mention 
must be made of Dr. John Beynon, honorary secretary of 
the local executive committee, and of Dr. H. G. McGregor, 
the science secretary. The executive officer, Mr. G. A. 
Peck, and the several local sub-secretaries deserved high 
praise, as well as many friends, both medical and lay. They 
had had the most loyal co-operation from the officials and 
other public bodies. From the time the meeting was first 
mooted three years ago they had been briefed in the most 
friendly way by Headquarters, from which a steady stream 
of guidance had come. He mentioned in particular the 
helpfulness of the Secretary of the Association, Dr. Angus 
Macrae, the Assistant Secretary, Dr. Walter Hedgcock, and 
the Editor, Dr. H. A. Clegg. Finally he mentioned the work 
of Dr. Lamorna Hingston, the hon. secretary of the Ladies’ 
Committee, and the many other ladies who had acted with 
charm and efficiency. A special debt of gratitude was due 
from him to his predecessor, Dr. T. C. Routley, from whom 
he had learned much. 


The Guests 


The CHArRMAN OF CounciL (Dr. S. Wand) proposed the 
health of the guests, but before doing so he spoke of the 
outstanding work of his predecessor in the chair of the 
Council, Dr. E. A. Gregg. He had served in the chair for 
a period that had been only twice exceeded in the history 
of the Association, and both occasions were exceptional. 
The first was the long chairmanship of the founder, Sir 
Charles Hastings, and the second instance occurred during 
the first world war. Dr. Gregg had led them with con- 
spicuous ability, and he felt that in that assembly they should 
offer thanks to him as had already been done in the Council 
and in the Representative Body. He also referred to the 
devotion with which Miss Gregg had assisted her father on 
social occasions during. his chairmanship. 

Dr. Wand went on to refer to the honour recently 
accorded to one who was with them that evening, Sir Tudor 
Thomas, and who earlier in the day had received the 
accolade. 

Three members of the Association were present that 
evening who were present when the Association last met 
in Brighton in 1913. They were Dr. Helen Boyle, Dr. W. 
Barrington Prowse, and Dr. L. A. Parry. Many of them 
recalled Dr. Parry’s membership of the Council, and it was 
delightful to meet again one who had given such service to 
the Association. 

Among the guests they welcomed the Mayor of Brighton, 
without whose help and that of his corporation the arrange- 
ments for such a meeting as this would have been impossible. 
Another notable guest was the Apostolic Delegate, the Most 
Rev. Gerald O'Hara; yet another was the Ambassador of 
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the Dominican Republic, H.E. Dr. L. F. Thomen, a medi- 
cal colleague whom they were very glad to welcome. The 
guests also included the High Sheriff of Sussex (Colonel 
Swanston Eeles) and many other notable persons associ- 
ated with Brighton and the county. To the director of 
the Royal Pavilion Estate they were specially indebted 
for the excellent setting of the Representative and scientific 
meetings. The President had already made reference to 
the local secretaries, whose work had been magnificent, 
and to the co-operation of the ladies, but he had omitted to 
mention Mrs. Hall, who had presided over the Ladies’ Com- 
mittee with such distinction. An unusually large number 
of delegates were present from overseas. Among those 
who came from kindred associations in foreign countries 
he must mention one name, that of Dr. L. A. Hulst, of the 
World Medical Association. It was a good thing to have 
this interchange of delegates. Medicine had no national 
boundaries. It was a universal brotherhood. Among their 
colleagues from overseas Branches and affiliated associa- 
tions he must mention Sir Henry Newland, of Australia, 
Dr. J. H. Struthers, President of the Medical Association of 
South Africa, and Dr. J. C. McFeely, President of the Irish 
Medical Association. He extended a warm welcome to all 
their colleagues and looked forward to meeting them again. 

The Mayor or Bricuton (Alderman Lewis Cohen), in 
reply, congratulated the Association on the organization of 
its meeting and the catholicity of its discussions. He re- 
ferred to the great change which had come over the medical 
profession and the attitude.of the public towards it since 
the Association last met in Brighton 43 years ago. The 
profession had wholeheartedly co-operated in the National 
Health Service, and he hoped to see yet further extensions 
of medical care. 

Sir Henry NEWLAND, who also responded, said that he 
was no stranger to Brighton ; he was there as long ago as 
1889. Later on, in the first world war, he was attached to 
the Australian General Hospital in Brighton, and now he 
was here again enjoying the hospitality of the Association. 
He rejoiced in the spirit which had been manifest through- 
out that meeting. 


Dr. Joun Beynon, the local general secretary, and’ Dr.. 


H. G. McGrecor, the science secretary, also briefly acknow- 
ledged the compliments which had been paid to them. 


ADJOURNED ANNUAL GENERAL MEETING 


The Adjourned 124th Annual General Meeting was held 
in the Dome, Brighton, on the evening of Monday, July 9. 
: A distinguished company assembled under the chairmanship 
of the retiring President, Dr. T. C. Routey, who installed 
his successor, Dr. Alexander Hall, as President of the Asso- 
ciation for 1956-7. Among those on the platform were 
the Mayors of Brighton and Hove. 

Dr. Routley said that Dr. Hall neeeded no introduction 
to a Sussex gathering. After serving in the first world 
war as medical officer in the R.A.M.C, in France and 
Mesopotamia, and engaging in other service abroad after 
the war had ended, he started in general practice in Hove 
in 1923. He quickly gained a reputation, and was honoured 
by his fellow practitioners, whom he served in several execu- 
tive positions. When the meeting at Brighton was proposed 
he was chosen by them as worthy of the highest office in 
the Association, a choice which was ratified by the Council 
and the Representative Body. Dr. Routley concluded by 
expressing the hope that during the coming year Dr. Hall 
would experience as much joy and satisfaction as he him- 
self had done during his year of office. Dr. Hall was then 
invested with the presidential badge, and Mrs. Hall with 
the President's lady's badge. 

Dr. S. Wanp, Chairman of Council, moved a vote of 
thanks to the retiring President. The past year, he said, 
had been a memorable one in the annals of the Association, 
especially for the meeting in Canada, of whose Medical 
Association Dr. Routley also was president. They were 
very grateful for the hospitality shown to those of them 
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who made the journey to Canada last year. He himsel) 
first came across Dr. Routley many years ago in Geneva 
and admired his gifts of chairmanship, in which he created 
order out of chaos. He played a very important part in 
the formation of the World Medical Association. In his 
own country he had been for many years secretary of the 
Canadian Medical Association, and his experience of medica! 
affairs was very wide. About ten days ago Dr. and Mrs. 
Routley celebrated their fortieth wedding anniversary, 
though no one would think it to look at them. On taking 
leave of Dr. Routley as President he called upon the meeting 
to accord him a hearty vote of thanks. 
The vote of thanks was enthusiastically given. 


Introduction of Delegates and Representatives 

The following delegates from kindred associations were 
then introduced to the President by the Chairman of 
Council : 

Professor Dr. L. A. Hulst (World Medical Association), 
Dr. A. J. Bedell (American Medical Association), Dr. E. F. 
Crutchlow (Canadian Medical Association), Professor 
O. E. R. Abhayaratne (Ceylon Medical Association), H.E. 
Dr. Luis F. Thomen (Medical Association of the Dominican 
Republic), Dr. Rudolf Weise (West German Medical Asso- 
ciation), Dr. R. K. Bhandari (Indian Medical Association), 
Dr. F. Noack (Medical Association of Israel), Dr. W. J. 
Royaards (Royal Netherlands Medical Association), Dr. J. 
Haffner (Norwegian Medical Association), Dr. J. H. 
Struthers (Medical Association of South Africa), Dr. V. 
Manilovic (Union of Medical Societies of Yugoslavia). 

The following representatives of Overseas Branches were 
next introduced : 

Dr. W. S. Haynes (Kenya), Dr. A. G. M. Davies (Uganda), 
Dr. Baden R. Cooke, Dr. B. R. Morey, and Dr. R. R. Winton 
(New South Wales), Dr. H. W. Horn (Queensland), Dr. E. P. 
Cherry, Dr. Malcolm Cockburn, and Dr. F. K. Mugford 
(South Australian), Dr. K. Melville Kelly and Dr. Jean M. 
Gunson (Tasmanian), Dr. D. A. Carter and Dr. Keith H. 
Hallam (Victorian), Dr. Ralph H. Crisp (Western Australian), 
Mr. H. H. Barnett, Mr. A. Perry, and Dr. J. M. Twhigg 
(New Zealand), Dr. K. J. Dunlop (Assam), Mr. A. R. 
Hodgson (Hong Kong and China), Dr. Mary L. Grove- 
White, Dr. H. A. Reid, and Dr. Thelma M. Ward (Malaya), 
Dr. P. Moran and Dr. J, C. McFeely (Branches in the Re- 
public of Ireland), Wing Commander H. B. Kelly (Aden), 
Dr. W. M. Ford-Robertson (Middle East), Rev. Dr. C. W. 
Silk (Bahamas), Dr. C. Gun-Munro (Grenada), Mr. N. J. L. 
Margetson (Leeward Islands). 

‘ The Association Prizes were then presented by the Presi- 
ent : 

Sir Charles Hastings Clinical Prize to Dr. W. A. Brown, 
of Peterlee, Co. Durham ; Charles Oliver Hawthorne Clinical 
Prize to Dr. T. J. C. Warriner, of Surbiton. Surrey; the 
Nathaniel Bishop Harman Prize to Mr. T. L. Dormandy, of 
London ; the Stewart Prize to Dr. R. E. Hope Simpson, of 
Cirencester. 

Prizes were presented to the following nurses : Student 
nurses’ first prize, Julie M. Jerrett, Cardiff ; second prize, 
Margaret S. Clay, Lincoln ; State-registered nurses working 
in hospital : first prize, Peggy E. Gowing-Scopes, London ; 
second prize, Arthur Whitehead, Bradford ; State-registered 
nurses working outside hospital: first prize, Margery 
Hodgkinson, Lewes; second prize, Flora M. Farnsworth, 
South Petherton, Somerset. 

Medical students’ prizes: Mr. D. C. Thomas, Trinity 
College, Dublin ; Mr. S. J. Steele, Middlesex Hospital. 


President’s Address 

The Presipent then delivered his address from the chair. 
It was published in the last issue of the British Medical 
Journal. 

Dr. I. D. Grant, Chairman of the Representative Body, 
proposed a vote of thanks to the President for an inspiring 
and stimulating address. The motif that had run through 
the address was the responsibility of the family doctor in 
the working of the National Health Service. The President 
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had posed many questions, and to some he had himself 
given the answer. It was absolutely essential that the general 
practitioner should take his rightful place in that service. 
He must never surrender his responsibility. Ultimately the 
welfare of the patient must lie ir his hands. 

The vote of thanks was accorded with prolonged applause. 

The whole company then adjourned to the near-by Royal 
Pavilion, where members and guests were received by Dr. 
and Mrs. Hall. At one time the queue waiting to be received 
must have numbered many hundreds. A marquee had been 
erected in the gardens, and the floodlighting and the academic 
robes of many of those present made an animated and 
colourful spectacle. 


RELIGIOUS SERVICES 


BISHOP OF CHICHESTER ON SPIRITUAL HEALING 


A service for the British Medical Association was held at 
the parish church of St. Peter, Brighton, on July 10, when 
the preacher was the Bishop of Chichester, the Rt. Rev. 
G. K. A. Bell, D.D. Members robed in St. Peter's Church 
Hall, York Place, and walked in procession to the church. 
The Mayor of Brighton also attended. 

The lessons were read respectively by the Chairman of 
Council (Dr. S. Wand) and the President of the Association 
(Dr. Alexander Hall), and among the hymns were “ All 
people that on earth do dwell,” “ Praise, my soul, the King 
of Heaven,” and the Te Deum. 


Promotion of Health 


The BisHor oF CHICHESTER, whose text was, “1 came that 
they might have life,” asked the congregation to consider 
certain special ways in which Christ and the doctors, the 
Church and medicine, had common ground. “I can do so 
more readily in view of the recent publication of the special 
committee on divine healing. I should like to pay my 
tribute to that report as a real step forward.” 

The most significant development in twentieth-century 
medicine was the widening of horizons in regard to health 
and healing. Modern medicine was much more concerned 
than of old with the promotion of health as opposed to the 
mere alleviation of disease. It was also to an extent not 
realized before social in character, dealing with the indi- 
vidual in relation to his social environment. Finally, modern 
medicine laid greatly increased emphasis on mental, moral, 
and spiritual factors in human life. 

Medicine now treated man as a whole human being. It 
attacked disease as a revolt against the sound and right 
order of living. Christ treated the human being as an 
integrated personality, and when He preached the gospel of 
the Kingdom He was extending the rule of God over the 
spiritual and physical alike. With regard to the profoundly 
social character of modern medicine, they knew now much 
better than their fathers how greatly environment affected 
the health of the individual. This was indeed the message 
of the Bible. The claim for social justice lay at the very 
heart of the prophetic writings of the Old Testament. Christ 
spoke of His mission to proclaim release to the captives, the 
recovery of sight to the blind. He spoke of those who had 
given food to the hungry and clothes to the naked as 
inheritors of the kingdom prepared for them from the foun- 
dation of the world. Paul continually emphasized the 
dependence of all members of the body upon one another. 

The mental, moral, and spiritual factors were now acknow- 
ledged to be the common concern of religion and medicine. 
In a review of the present state of public health as a world 
problem Dr. Winslow, of the World Health Organization, 
had pointed to mental and emotional diseases as the basic 
factors in man’s ill-health. The memorandum of the Special 
Committee of the B.M.A. had pointed out how greatly 
physical health was influenced by human relations and 
personal and emotional factors. It was everywhere made 
clear in the gospels that faith was a condition of health. 


“I came,” said Christ, “that they might have life, and 
that they might have it abundantly.” The first vitai differ- 
ence between human beings was between those who did not 
and those who did believe in a creative living God. The first 
type of people were willing to believe that God created the 
world, but they took the view that once it was brought into 
being it was left to itself. In the realm of nature they 
claimed that every event could be explained in the terms of 
manifest cause and consequence, and that there could be no 
intervention from the spiritual world. The second type of 
people believed not only that God made the world but that 
He was constantly remaking it, that it was not a system con- 
trolled by unchangeable law, but that there was a moral 
order in the universe with intervention from the spiritual 
world and unrelenting action against evil. 


Healing of Sickness 


This great power of God operated through the skill of the 
medical profession and of nurses, but it operated also 
through the ministry of religion in what was known as divine 
healing. The minister of religion must always have as his 
chief aim the bringing of the whole being of the patient into 
union with God. The memorandum he had quoted also said 
that we could not afford, especially in critical illness, to dis- 
card any means at our disposal which might lead to restora- 
tion. All the functions of the personality reacted upon one 
another. The Committee itself had mentioned prayer, the 
laying on of hands, and unction. All these were aimed at 
the recovery of the patient. They were part of the regular 
ministry which the Church had used since Christ gave to His 
disciples the command to heal all manner of diseases and 
sicknesses in response to faith. 

Summing up, Dr. Bell said, “ I believe that it is part of the 
function of the Church of Christ not only to give people 
comfort in the narrow sense of that word, but also true 
spiritual ministration, always in full co-operation with the 
members of the medical profession. Religion and medicine 
have been too long diverced. The Church was once afraid 
of science ; let it be so no longer. But neither let Scientific 
medicine be shy of the Church. Science and religion are 
indispensable for the treatment of any human being as a 
whole, and each will help the other.” 

At the end of the service a collection was made for 
medical charities. 


ROMAN CATHOLIC SERVICE 


Roman Catholic doctors of the B.M.A. attended Mass at 
St. Joseph’s Church, Brighton, on July 8. The celebrant was 
Father Leahy, parish priest, assisted by Father Munns. 

The Aposto.ic DeLecate, the Most Rev. Gerald O'Hara, 
D.D., preached a sermon on St. Matthew vi, 15-20. It was, 
he said, indeed fitting that the Catholic members of the 
B.M.A. should assemble and before the altar of God pray, 
in the course of their important conference, for His Bless- 
ing on the conference so that it would lead to the benefit of 
all those to whom the medical and surgical professions were 
called to minister. The eyes of the world were focused on 
their deliberations, and he hoped that no resolutions would 
come from these which were at variance with God’s Holy 
Ordinance. 

His Grace paid public tribute to the Catholic members of 
the medical profession in England and throughout the 
world, because of that spirit of lively faith with which they 
were upholding, often against opposition, the standards and 
the law of Christ in that field to which they had dedicated 
their lives and their talents. 

The Catholic doctor never took a materialistic view of the 
human body on which he exercised his art. He saw in the 
human body, howsoever loathsome it might appear, the taber- 
nacle of a soul, the temple of the living God, that was des- 
tined after life in this world to be united with the soul in 
Heaven. 

To-day, it was necessary to be on guard against the wolves 
in sheep's clothing referred to in the Gospel. There were 
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some medical schools and some of the most renowned 
universities the world over where such were to be found. 
Operations and treatments were practised which were 
opposed to the Word of God, which said: “ Thou shalt not 
kill.” The Archbishop criticized some of the textbooks 
which students were compelled to study. One on physio- 
logy said that the human ear was such a faulty instrument 
that a second-class plumber could have devised a better 
one, thus speaking blasphemy of the Creator. The Catholic 
doctor knew that he was called on to save life, never to kill 
or to mutilate unless, as His Holiness the Pope had said, 
certain operations were necessary. 


Science and Religion 

The Roman Catholic doctor was the true scientist. He 
knew that there could never be a conflict between the real 
truths of science (as distinct from pseudo-science) which had 
God as their author. Credit must be given to the scientist 
when he was in his own field and proposed truths about 
that field. But it often happened that when a scientist 
acquired world-wide prestige he was asked to give his view 
about religion and faith, on which he was abysmally ignorant. 

The Apostolic Delegate appealed to doctors and surgeons 
to stay close to the sanctuary. The better Catholics doctors 
were the deeper their faith, and not only would they be better 
men, they would be better healers of men. Many a sick 
man had learned to think of his own soul. Doctors had 
many opportunities not only to apply the remedies of their 
profession, but, like priests, of saying the good word which 
could be like balm to souls. 

In giving his blessing to Catholic doctors, His Grace said 
that the church was proud of them. He knew that they 
would always be true to the teaching of the faith and would 
merit the richness of the bounty of God. 

The service was followed by a reception at the Royal 
Pavilion Hotel by invitation of the Sussex Branch of the 
Guild of SS. Luke, Cosmas and Damian, and a luncheon. 


* SERVICE FOR JEWISH DOCTORS 


On the morning of July 7 a service for Jewish doctors was 
held in the Middle Street Synagogue, Brighton. The Rev. 
I. N. Fabricant, minister of the Jewish community in 
Brighton, welcomed Jewish members of the Association to 
morning service and gave a brief address on “ The Jews and 
Medicine.” The service was followed by a reception in the 
vestry room. 


MEDICINE AND THE CHURCH 


BISHOP OF DURHAM ON SPIRITUAL HEALING 


There was a large attendance of doctors and clergy for the 
discussion on “ Medicine and the Church” organized by 
the Churches’ Council of Healing in connexion with the 
Association’s Annual Meeting. It was held at the Hotel 
Metropole, Brighton, on July 6 and was preceded by a 
reception for doctors and ministers. The principal speakers 
were the Bishop of Durham (the Rt. Rev. Maurice Har- 
land) and Dr. Mary Esslemont, who was chairman of the 
committee which prepared the B.M.A.’s evidence to the 
Archbishops’ Commission on Divine Healing. 

The BisHor or Lewes (the Rt. Rev. Geoffrey Hodgson 
Warde), who presided, said that it had long been his earnest 
wish and prayer that the time should be reached when there 
was a complete partnership between the parish priest or the 
hospital chaplain and the doctor. 


Co-operation Growing 
Dr. ESSLEMONT outlined the findings of the B.M.A. Com- 
mittee and confirmed that there was evidence from all parts 
of the country that co-operation between doctors and clergy 


RELIGIOUS SERVICES 


SUPPLEMENT to tue 
BritisH MEDICAL JOURNAL 


was growing. She instanced the recent invitations to th 
Association to send two representatives to the Hospita! 
Chaplains’ Conference at Oxford. 

Doctors felt it important that clergy and public should 
understand the ethical rules of the medical profession and 
the fact that they were designed to keep up the standards of 
the medical profession, not to protect the practitioner. 

To some chaplains who found they were not always wel- 
comed in hospitals, she pointed out that not even general 
practitioners were always welcomed there. They ought not 
to blame the hospital staff. The fact was that often general! 
practitioners and visiting clergy visited at a time which was 
convenient to them, and not ‘at a time convenient to the 
hospital staff and the patients. 


Divine Healing 


The BisHop oF DuRHAM announced that the Archbishops’ 
Commission on Divine Healing, of which he is chairman, 
would not be in a position to publish a report for the next 
12 months. 

“ Spiritual healing” was a term open to grave misconcep- 
tions. His lordship preferred “divine healing,” which, 
although not adequate, did imply that healing was divine 
and that those who were engaged in combating disease and 
promoting health were continuously trying to do the will 
of God. He was convinced that any consideration of divine 
healing which did not fully recognize the work and ministry 
of the medical profession was false and dangerous. 

Dr. Harland believed that our Lord’s command, “ Heal 
the sick,” was directed to the medical profession, the clergy, 
and Christians as such—to all three. The Church believed 
that there were “ diversities of gifts” and that those called 
to the medical profession were consciously or unconsciously 
obeying the divine vocation. Man was, roughly speaking 
for convenience, a trinity of body, mind, and spirit—the 
physical, the mental, and the spiritual—and all three were 
closely interwoven and subject to disease and illness. His 
lordship, as a Christian, believed that everything turned 
upon the right relationship with God and faith in Him, 
and that the Church’s ministry to the sick must be devoted 
to establishing this relationship. 

In his ministry to the sick he always tried to turn their 
attention away from being obsessed with their illness, and 
to concentrate upon the loving presence of our Lord, His 
power and His will, in perfect trust that He was fulfilling 
in them His purpose and love. He had known persons 
make a wonderful recovery. Far more remarkable in his 
experience were those who knew that they would not recover 
yet were made whole. 

The subject of divine healing was large and complex. 
There were many who claimed to be healers and to be 
able to cure diseases.. How far their claims were true still 
remained to be seen. As the Bishop saw it, the question 
was not whether this and that disease could be cured by 
spiritual ministrations, but how men and women could be 
brought to the condition in which they were able to receive 
the power and love which fulfilled their particular and 
real need. They sought to heal the patient, not primarily 
the disease. The fact could not be overlooked that man’s 
purpose in this world was to die and so enter eternity. There 
was a mystery about pain and suffering which could not be 
understood, especially the suffering of little children and 
innocent people. 

Medicine and the Church, working together, should 
encourage a dynamic philosophy of health which would 
enable every citizen to find a way of life based on moral 
principle and on a sound knowledge of the factors which 
promoted health and well-being. 


Discussion 
In reply to a question why the speakers disliked public 
healing meetings, the Bishop of Durham spoke of the 
damage done in a parish in which he had been where 
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there were services advertised: “Faith Healing Mission. 
Bring your sick to be healed.” The people went full of 
faith , they came back disillusioned. The sort of service 
which whipped up the emotions could be very impressive, 
and all knew of cases of people throwing away their crutches 
and walking off the platform-—and being as bad again two 
hours afterwards. Wholly right and proper, however, were 
services of divine healing where people came by invitation 
after being prepared. 

Dr. P. W. R. Petrie said that faith which removed fear 
helped recovery. He believed that this was a mission of 
healing not only for the individual but for the community 
as a whole. Many of the strain-and-stress diseases were due 
to frustration, because people had no purpose to-day except 
material ends. 

Dr. J. S. Nosie endorsed, as a general practitioner, the 
reference to the terrible psychological effects of some of 
these mumbo-jumbo healing sessions. He also endorsed the 
value of a partnership between the clergyman and the doctor. 

. Dr. R. R. Winton referred to the miracles of our Lord. 
The BisHop oF DurHaM replied that the Church had never 
lost the power of performing miracles. 

Rev. C. C. BurNHAM, Heathfield, spoke of his collabora- 
tion with a local doctor. Once a week at early celebration 
they prayed for his patients. In one case in which the doctor 
and he were concerned a child was said to have only an 
hour to live. He blessed the child—and the child was still 
alive. Was faith on the part of the individual necessary ? 
He often prayed and laid hands on people who had no faith 
at all. 

Dr. BeRTHA UpTon-Jones, a general practitioner, said that 
the opposite of love was fear ; therefore, if these states were 
brought on by fear, one could heal by bringing in love again. 

In thanking the speakers, Dr. E. E. CLaxton, Assistant 
Secretary, B.M.A., said that he was sure that neither Church 
nor Medicine was satisfied with helping the individual only. 
He believed that a divided Church was no answer to a 
divided world. 


PROCEEDINGS OF COUNCIL 


The last meeting of the retiring Council was held at the 
Royal Pavilion, Brighton, on July 7, Dr. E. A. GREGG 
presiding. The meeting was devoted to the clearing up of 
outstanding business and lasted only one hour, preceding 
the resumption of the Representative Meeting. 

The deaths of two former members of Council, Dr. A. J. 
Drew, of the West Indies, and Dr. H. B. Morgan, of London, 
were reported, and letters of condolence to the relatives 
were authorized. 

The names of the several members of the Association 
upon whom honours have recently been conferred were 
read and the congratulations of the Council were extended 
to them. 

Correspondence on a proposed review of part-time fees 
paid by local authorities was laid before the Council. and 
it was agreed that the matter be pursued further by inter- 
view rather than by letter. 

A number of matters were left over to the new Council. 
These included an invitation to the Association to give 
written evidence to the Maternity Services Committee set 
up by the Ministry of Health under the chairmanship of 
Lord Cranbrook to review the present organization of 
maternity services in England and Wales. : 

A question arose on the medical membership of hospital 
administrative bodies, and the recommendation of the 
Guillebaud Committee that the total number of medical 
members on a regional board or management committee 
should not’ exceed 25% save in quite exceptional circum- 
stances. Mr. LAWRENCE ABEL pointed out that it was 
important to make sure what proportion of doctors on 
these committees were chosen by the profession and what 
proportion were selected by the Government. It was re- 
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ported that the Joint Consultants Committee would be con- 
sidering the matter on July 25, and it was decided to invite 
the Joint Committee to receive representatives of the General 
Medical Services and Public Health Committees. 

Various invitations to appoint delegates to conferences or 
meetings of kindred associations were considered and in 
most cases accepted. 

Awards in the B.M.A. prize competitions, recommended 
by the Science Committee, were approved. 

Discussion took place, at the instance of Dr. VAUGHAN 
JONES, on the remuneration of university medical teachers, 
but was adjourned to the first meeting of the new Council. 

The report of the Private Practice Committee, presented 
by Dr. A. Brown, with certain recommendations for the 
amendment of fees for examinations was adopted. 

Other reports presented and approved were from the Com- 
mittee on Medical Education, the Edinburgh Meeting (1959) 
Steering Committee, the Central Ethical Committee, the 
Armed Forces Committee (with a draft letter to the Ministry 
embodying comments on the Waverley report), the Over- 
seas Committee (with a report by Mr. J. L. Gitks, the chair- 
man, on his visit to Malta), the General Medical Services 
Committee, the Legal Actions Committee, and the Journal, 
Family Doctor, and Finance Committees. 

At the close of the meeting Dr. E. A. Greco intimated 
that, having served as chairman for more than the usual 
term, he did not propose to allow his name to go forward 
for re-election as Chairman of the new Council. He spoke 
appreciatively of the kindness and co-operation he had 
received on all sides. 

Widespread regret was expressed at this decision, and 
several members spoke in terms of high appreciation of 
Dr. Gregg’s exceptional services, their remarks being 
endorsed by the whole Council. 


FIRST MEETING OF NEW COUNCIL 
Election of Dr. S. ¥ and to the Chair 


The first meeting of the new Council was held at the 
Royal Pavilion, Brighton, on July 9, immediately on the 
conclusion of the Annual Representative Meeting. 

Dr. A. BEAUCHAMP proposed the election of Dr. S. Wand 
as Chairman for the next three years. The nomination was 
seconded from several places in the Council, and, there 
being no other nomination, Dr. Wand was unanimously 
elected amid repeated applause. 

Dr. Wanp thanked the Council for this extreme honour. 
When he came to his first Annual Representative Meeting 
he had never thought the time would come when he would 
stand in this position. He would do his best, and if his 
best was not good enough he hoped that members would not 
hesitate to let him know. He would be very fortunate 
in Council in having the advice of two distinguished past 
Chairmen (Dr. H. G. Dain and Dr. E. A. Gregg). He 
wished to pay a tribute to Dr. Gregg for his past services. 
He had led them with great wisdom and understanding. 
He had given his services in the most unselfish way and 
had earned their admiration, and they would hold him for 
all time in great affection. ' 

On the motion of Dr. Ropert Forses it was resolved to 
place the Council’s appreciation of Dr. Gregg’s services in 
a formal minute. 

The Chairman welcomed two new members of Council— 
Dr. E. A. Gerrard, of Manchester, and Dr. Catherine 
Harrower, of Glasgow. 

The Council then turned to the business of electing its 
representatives on the Standing Committees, the appoint- 
ment or reappointment of many Special Committees, and the 
representation of the Association on outside bodies. 


Various Business 


The SECRETARY reported that he had arranged that the 
delegation which was shortly to visit the U.S.S.R. should 
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take as a present to the Russian Academy of Medical 
Sciences a gavel and block made from a tree which grew 
in the garden of Tavistock House, the residence of Charles 
Dickens, Dickens being a figure well known in Russia. 

Dr. J. A. Pripwam, chairman of the International Rela- 
tions Committee, read a letter from Dr. Donslorst, professor 
of medicine at Belgrade University, who had arrived at the 
end of the Representative Meeting. It was the first time that 
such a contact had been formed with Yugoslavia, and it 
was suggested that the letter should be embodied in the 
proceedings of Council. It ran as follows : 


“As the delegate of the Union of the Medical Societies of 
Yugoslavia and your guest I have the honour to greet the 124th 
Annual Meeting of the British Medical Association and to wish 
you great success in your further work. Connexions between the 
English and the Yugoslav people during the past two wars, in 
which we had a common enemy, and the help which we received 
from you in defence of our liberty and the independence of our 
citizens we respect and appreciate deeply, We, the doctors of 
Yugoslavia, as well as all our people, owe special thanks to 
English doctors, members of your Society, as well as to the other 
medical workers of England, who gave us help and support in 
the heaviest hours of our history. Our country wishes to develop 
and to deepen the friendly connexions between the doctors of our 
two countries 

“ Finally, in the name of all the doctors of Yugoslavia, in the 
name of the Medical Societies of Yugoslavia, whose secretary I 
am, in the name of the Serbian Medical Society, whose general 
secretary I am, and in my own name, I wish all doctors of 
England, members of your Society, great success in their further 
work in the advancement of English medicine. The progress of 
English medicine is of great importance in the development of 
our medicine, as well as in that of medicine throughout the 
world.” 


The Council returned to the subject of the remuneration 
of university medical teachers—a matter left over from 
the old Council. Dr. VAUGHAN Jones said that medical 
teachers wished to be separately represented in negotiations 
with the University Grants Committee. They did not 
regard the Association of University Teachers as the appro- 
priate organization to represent them. It was high time 
they had a permanent negotiating committee. Dr. J. G. M. 
HAMILTON said that they wer: under an obligation to take 
action in this matter. The Council had before it a memo- 
randum dealing with the remuneration of university medical 
teachers and research workers and a recommendation that 
it be approved. It was important that any representations 
they wished to make should be made soon, although the 
memorandum had not been the subject of detailed considera- 
tion in Council. In any approach to the University Grants 
Committee he suggested that they should be represented by 
the Chairman of Council and by Mr. Holmes Sellors, chair- 
man of the Central Consultants and Specialists Committee, 
in addition to five members whom it was proposed should 
form the deputation. This was agreed to, as also was a 
motion by Dr. Vaughan Jones that approaches should be 
made with a view to establishing permanent negotiating 
machinery on behalf of medical teachers. 

Dr. T. C. Routiey, Immediate Past President, said that 
this was the last occasion on which he would have the 
opportunity of meeting the Council as one of its members, 
and he wished to say how greatly he had enjoyed the privi- 
lege of sitting on the Council and in the Representative 
Body. He found the business here handled in very much 
the same way as it was in Canada. He also expressed his 
thanks to Sir John McNee, who had stood in for him on 
many occasions as President when he could not be in this 
country, and to the Secretary and Editor, who had kept him 
fully informed of affairs. 

The CHamman thanked Dr. Routley in the name of the 
Council for his devoted service. 


BRITISH MEDICAL GUILD 


The meeting of Council was followed by the annual 
meeting of the trustees of the British Medical Guild, Dr. 
Wand presiding. Dr. Wand was appointed chairman of 
the Board, and the other officers and staff and executive 
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committee were reappointed and the financial statement 
approved. It was reported that the trustees of the General 
Medical Services Defence Trust had placed at the disposal 
of the Guild a sum of £5,000 to be used for assisting the 
practitioners in Malta in the dispute with their Government. 
From the Guild Trust Fund, thus augmented, £1,200 had 
been sent to the defence fund of the Medical Officers’ Union 
of Malta and was gratefully acknowledged. In April agree- 
ment was reached between the Government of Malta and 
the medical profession, and up to the time the agreement 
was signed it had not been necessary for any part of the 
£1,200 sent for the assistance of the doctors in Malta to be 
used. 


OVERSEAS CONFERENCE 


The Overseas Conference in connexion with the Associa- 
tion’s Annual Meeting was held at the Hotel Metropole, 
Brighton, on July 11, with Mr. J. L. Gus, chairman of 
the Overseas Committee, in the chair. The Chairman of 
Council and the Chairman of the Representative Body 
attended the Conference. 


White Paper on H.M. Oversea Civil Service 


Dr. E. Grey-Turner, Assistant Secretary, referred to the 
recent White Paper (Cmd. 9768) on the organization of the 
Oversea Civil Service, an extremely important document for 
those in Government service in the Colonies. In 1954 an 
earlier White Paper was published which led to the founda- 
tion of H.M. Oversea Civil Service. That was merely a 
change of name, but still it revealed the direction in which 
the mind of the Government was moving. The change of 
name was welcomed by the B.M.A., but a few months ago 
the Overseas Committee felt that the situation was still 
obscure and asked for a deputation. It was requested to 
wait until the Secretary of State had made a statement in 
Parliament, and in due course the statement was made and 
the new White Paper was published. 

His Committee had a number of comments to make on 
it, but he would confine himself to one. Good as were the 
proposals in many respects, they had one major defect: 
they did not give any reasonable assurance of a full career 
in medicine overseas. A man might enter the Government 
service at the age of 28 or 30, and hope to spend his work- 
ing life in oversea territories, but, with political develop- 
ments, the country of his choice might suddenly be made 
self-governing, and he would be out of a job, perhaps with 
generous compensation, but having lost his career in the 
middle of his life. The National Health Service made it 
almost impossible for a doctor from overseas to get a job 
here, and the White Paper offered no solution to that 
problem. 

Turning to other matters, Dr. Grey-Turner referred to 
the Malta dispute as the kind of thing that might happen 
elsewhere. In Malta there were certain circumstances which 
enabled the doctors to put up a resistance, but it must not 
be assumed that that would happen in other cases. There 
were two medical bodies in Malta—the Malta Branch of 
the B.M.A. and a Medical Officers Union. The latter was 
able to do things which the B.M.A. could not do, and there 
were other things which could be done better by the B.M.A.. 
and as the two bodies had an almost identical membership 
it was a very strong combination. The B.M.A. had been 
able to help Malta through the British Medical Guild, whose 
operations described. 

Dr. Grey-Turner circulated to the Conference a list of 
nine points of procedure to be recommended to overseas 
Branches in conducting negotiations with their Govern- 
ments. He drew attention especially to five of them: (1) to 
take whatever steps were possible to obtain information of 
any plans that the local Government might have ; (2) to ask 
the Government to receive a deputation; (3) possibly to 
enlist the support of other professions ; (4) to inform the 
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Government that the profession's views on its plans would 
be communicated to the public ; and (5) to inform the local 
press. 


Changing Conditions Overseas 

Dr. A. G. M. Davies (Uganda) said that he was instructed 
by his Branch to pay a tribute to the work of the Overseas 
Committee and Dr. Grey-Turner. He did not think the 
answer to the problem raised in the White Paper would 
ever be produced by Government departments. The posi- 
tion was roughly that there were a large number of doctors 
who were having to decide whether or not to retire from 
overseas service at 45 with some chance of getting a job 
in this country or to go on to 55 with a slightly increased 
pension and no chance of a job in this country. The White 
Paper offered a form of limited charity—charity in the sense 
of pay without work when necessary, and limited in that it 
stopped at 50 years of age. He thought the conception of 
a unified service based on this country was an excellent one. 
He went on to refer to an experiment which was being 
carried out in Uganda—an arrangement with Great Ormond 
Street whereby a Senior registrar in paediatrics and two 
nursing sisters went out to Uganda for a two-year period, 
becoming to all intents and purposes members of the ser- 
vice there, but still technically on the staff of Great Ormond 
Street. It seemed to him that they might be able to arrange 
some similar system of seconding with regional hospital 
boards. 

Dr. Mary L. Grove-Wuite (Malaya) said that it was the 
opinion of the committee of the Southern Division of her 
Branch that Headquarters should press the Colonial Office 
to offer to extend the option of conditions of service similar 
to those now applied in Nigeria. They should press in 
particular for an extension of the period of employment. 
The age of 55 was far too young to contemplate retirement 
even in tropical countries. 

Dr. KettH HALLAM (Victoria) said that he had been 
interested in hearing about the short-term service of colonial 
medical officers. Many of these medical officers came to 
Australia and found a very happy life and conditions which 
suited them. There was opportunity in Australia for 
doctors. In Victoria a survey had shown a considerable 
shortage both in general practice and the public services. 
The picture might change during the next five or ten years, 
but there was opportunity at present for middle-aged 
doctors—men and women aged between 40 and 50—to 
practise in Australia. 

Professor D. E. C. Mexkte (Council) said that doctors were 
in danger of being offered up on the altar of political ex- 
pediency. It was not satisfactory for any doctor to know 
that he could be chucked out of his career in mid-life, even 
with generous compensation. Until a few years ago a 
doctor who went into the Colonial Service could be retired 
at about 50 and then come to this country and make an 
income. That prospect had been taken away by the intro- 
duction of the National Health Service. The whole ques- 
tion of conditions of employment of ex-Service officers in 
the Colonial Medical Service was critical, and the B.M.A. 
should if necessary do more than merely make representa- 
tions to the Colonial Office. 

Dr. L. D. Grant (Chairman of the Representative Body) 
said that the chance of getting employment in this country 
even at 35, still less at 45, was very slight. By the method 
of appointment to general practice and to hospitals here, 
the average young man found when he qualified that he 
must on no account lose his place in the queue. If he went 
away for five or six years, no matter how capable he was, 
his chances of getting back into the queue were very slender . 

Dr. Davies (Uganda) pointed out that so far as colonial 
governments were concerned it was actually to their advant- 
age for it to be difficult for a returning doctor to get a job 
in this country. 

Dr. Grey-TURNER remarked that his Committee had asked 
to have a representative of the Ministry of Health present at 
the next deputation to the Colonial Office. In reply to Sir 
Tupor THomas, he said that the number of members who 


were ex-patriate officers in H.M. Civil Service was probably 
600 or 800—an important group, but a smal] number rela- 
tively to the overseas membership. 

The CHAIRMAN remarked that the fact that this White 
Paper had been issued indicated that Government depart- 
ments were not very happy about the conditions. 

The Rev. Dr. C. W. Sitk (Bahamas) asked whether the 
White Paper referred to the Bahamas, and went on to 
describe the peculiar conditions in that colony, where there 
was a “closed shop,” so that if a doctor was out of his 
present job he would have no right whatever to practise 
in the Bahamas. 

Dr. T. C. Routtey (Canada) spoke of the movement in 
some quarters towards a whole-time State-salaried medical 
service, He came from a part of the world where they 
would never bring in such a service. 


Procedure in Conducting Negotiations 

The Conference considered the list of recommendations 
to Overseas Branches in conducting negotiations with their 
Governments. Dr. Mary Grove-Wuite (Malaya) said that 
in Singapore the new Minister of Health decided to set up 
a Medical Advisory Council to which the Branch made 
certain nominations, but in the event only one representative 
of the B.M.A. was chosen. It seemed most desirable in 
such cases to secure adequate representation of general prac- 
tice. Dr. P. HARNARAYAN (Trinidad) said that it had been 
found an advantage in Trinidad to enlist the support of 
members of the legal profession. He also mentioned that 
in Trinidad the Minister of Social Services had set up a 
committee to investigate the working of the National Health 
Service in Great Britain. They in the B.M.A. Branch 
had already drawn up a plan under the guidance of their 
honorary secretary, Dr. J. A. Waterman. 

An Australian delegate said that there was a movement 
in some quarters to put specialists such as radiologists and 
pathologists on a whole-time salaried basis. If one section 
of the medical profession was made an entirely salaried 
service it would not be long before the movement extended 
to the whole fabric. 

Dr. D. P. SteveNSON (Deputy Secretary) said that the 
major parts of the service in Great Britain were the general- 
practitioner and hospital service. The hospital service was 
in the main part-time, and if it was found that the number 
of whole-time appointments was going up they would con- 
tinue to do all they could to ensure that the great majority 
of consultants who were part-time should go on being so if 
they wished. So far as the general practitioner was con- 
cerned, he did not think the Government itself would con- 
sider the establishment of a whole-time service. From time 
to time letters appeared in the Journal from young men 
who desired a whole-time salaried service, but there was 
no question that the overwhelming majority were against it. 
The parent body was four-square on this subject, and would 
resist any attempt to have a whole-time salaried service. 

Dr. L. A. Grpsons (Council) supported what Dr. Steven- 
son had said. He hoped that in time a Commonwealth 
Medical Association would be formed. 

Dr. Grove-Wuite (Malaya) said that Malaya was con- 
sidering resolving itself into an incorporated Branch, prob- 
ably to be called the Malayan Medical Association. 

The question was raised by Dr. Davies (Uganda) whether 
anyone employed in Government service who became secre- 
tary of a Branch had the right to speak in public as secre- 
tary of the Branch on Government policy. Dr. Grey- 
TurRNeER said that there had been one case in which a 
member had been reprimanded by his Government for his 
remarks at a former Overseas Conference which were re- 
ported in the Supplement. One way of overcoming any 
difficulty in this respect was to ensure that the secretary of 
the Branch was not in the Government service, but even so 
with Government officers on a Branch Council it was neces- 
sary to walk warily. 

Sir Henry NewLanp said that under the constitution of 
Australia the medical profession could not be nationalized. 
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After the war the Labour Government then in power 
brought in a referendum one part of which laid it down 
that there should be no industrial conscription in any shape 
or form. The Government introduced a Bill which em- 
bodied a whole-time salaried service. The B.M.A. Branch 
raised an objection, and a test case was brought to court. 
The verdict of the High Court was that a nationalized 
profession as proposed by the Government was a form of 
civil conscription and was against the constitution, and that 
was why the service in Australia to-day was a voluntary 
one. 

The CHAIRMAN oF CounciL (Dr. S. Wand) pointed out 
that if in some of the overseas Branches the vast majority 
of members were in a national service it would become in- 
creasingly difficult to get a Branch secretary who could 
speak for the doctors, With regard to the proposal of, for 
example, Malaya to turn itself into a Federal Council there 
might be a danger of the Branch becoming more or less 
hamstrung because its secretary and most of its members 
were in full-time Government employment. It would thus 
have difficulty in speaking on behalf of the profession, and 
Headquarters might have to be informed at a much earlier 
stage so that if necessary the steps that were taken might 
emanate from London. 

Dr. Grove-Wutre said that the Government was likely 
to have more sympathy with a national organization than 
with a Branch of the B.M.A. 

Dr. W. M. Forp-Ropertson (Middle East) gave an inter- 
esting brief description of the development during the past 
five years of a Branch in a region full of strong nationalistic 
feelings. The Middle East Branch, reorganized in 1951, 
was different from others in that its territory of operation 
was entirely in foreign lands. It lay in the Arab world of 
Lebanon, Syria, Iraq, Jordan, and Kuwait on the Persian 
Gulf. The membership had risen to between 220 and 230. 
It had been found that meetings taking the form of sym- 
posiums, with papers, business discussions, and social events, 
served best to stimulate interest, and such meetings had been 
held at Bagdad, Damascus, Kuwait, Teheran, and Beirut. 
Men from the different countries continued to work to- 
gether with a common basis of interest and co-operation, 
and this had been a conspicuous element in the success of 
the Branch. The “king pin” of the meetings had been the 
presence of several distinguished medical colleagues from 
the United Kingdom as guest speakers. 


The luncheon to Overseas representatives was held at 
the Royal Albion Hotel on July 6, when 64 representatives 
were present. The Chairman of the Representative Body, 
Dr. I. D. Grant, welcomed the visitors, and Dr. W. M. 
Forp-Ropertson, of the Middle East Branch, replied. Sir 
Henry NEWLAND, a Vice-President of the Association, also 
spoke. 

At the close of the Conference, which was one of the 
best attended since the series started at the Centenary Meet- 
ing of the Association in 1932, the members and other 
guests were entertained at an “At Home” for overseas 
visitors given by the Empire Medical Advisory Bureau. 
The Medical Director of the Bureau, Brigadier H. A. 
SANDIFORD, received the guests. 


Corrections.—In the report of the A.R.M. under the heading 
“Immigrants with Conimunicable Diseases" (Supplement, July 
14, p. 20) it should have been stated that Dr. R. S. Rudland 
(Coventry) spoke on the question of x rays for immigrants, not 
Dr. J. Ballantine The motion under the heading “ Air Pollu- 
tion " (p. 20) moved by Dr. D. S. Robertson (City of Edinburgh) 
should have been reported as having been carried. In the section 
of the report under the heading “ R.M.O. Examinations ” (p. 39) 
the name of Dr. C. D. Meadowcroft should replace that of Dr. 
W. Morgan Evans. Under the heading “ Domiciliary Consulta- 
tion Arrangements (p. 44) the East Herts and Reigate amend- 
ment asking “that the Association should press for the payment 
of domiciliary consultation fees to whole-time consultants without 
restriction " should have read“. . . fees to whole-time specialists 
up to the permitted maximum.” 
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CHRISTIAN MEDICAL FELLOWSHIP 
BREAKFAST 


MAKING MEN WHOLE 


The annual breakfast of the Christian Medical Fellowship, 
which has long been a feature of the Annual Meeting, was 
held at the Hotel Metropole, Brighton, on July 12, when the 
chair was taken by Dr. ALEXANDER H. HA t, President of 
the British Medical Association. The address was given by 
Dr. D. Martyn LLoyp-Jones, who spoke on “ Medicine and 
the Whole Man,” basing his remarks on the story of the 
ten lepers who were cleansed, only one of whom turned back 
and glorified God, and of him it was said, “Thy faith 
hath made thee whole.” A partial idea of man, said Dr. 
Lloyd-Jones, was often current. But it was now becoming 
recognized, not by religion only, that the whole man had 
to be taken into account, and always if that were done he 
must be considered in his relation to God. As St. Augustine 
said, “ Thou hast made us for Thyself, and our hearts are 
restless until they rest in Thee.” Man was not a mere 
animal but reflected the life eternal. There was that in man 
which was always calling out for something bigger, because 
he had been made by God and for God and could not 
function without correspondence with his Maker. 

Nothing but Christianity could deal with the whole man. 
That was the peculiar character of the Christian faith. This 
leper who turned back had something which the others did 
not possess. They had got rid of their symptoms, but he 
was made whole. Many members of the medical profession 
had regarded the Christian Church as a kind of special 
department of the hospital, much in the same way as they 
would regard the radiological department. The Church 
was thought of as offering a type of psychotherapy. He 
protested against that idea. The Church of the Christian 
faith could never be a department of medicine. Instead 
of the State taking over medicine, medicine should be taken 
over by the Church. The Church was too often thought of as 
offering some benign institutional aid, as the home of kind- 
ness, sympathy, and understanding. It was all that, but it 
was much more. It existed not merely for the relief of 
symptoms but for making men whole through faith by 
reconciliation to God. 


“IN BRIGHTON LAST WEEK” 


Receptions and Dances 

The glories of old Brighton—the Brighton of the Regency. 
and of an even earlier time when in the eighteenth century 
the Royal Pavilion, a fabulous palace of domes and minarets. 
first astonished the Sussex coast—seemed to be revived for 
some of the social events of the Annual Meeting. After 
delivering his uncommonly stimulating address last Monday, 
the President, Dr. ALEXANDER HALL, and Mrs. Hall gave 
a reception at the Pavilion. This exotic building, with its 
Oriental architecture, bamboo banisters, and walls and 
ceilings lavishly painted with a tropical flora, contrasted 
strikingly with the mediaeval if colourful academic robes 
worn by many of the guests. On Wednesday the same 
perfect setting was provided for the civic reception given 
by the Mayor of Brighton (Alderman Lewis C. Cohen) and 
Mrs. R. H. Coleman-Cohen, who received many hundreds 
of guests. It was attended by the President and officers and 
members of the British Medical Association and their ladies, 
as well as by a large assembly representative of the public 
and social life of Brighton and the county. The museum, 
the art galleries, and the assembly rooms of the Royal 
Pavilion, and the floodlit gardens made a splendid setting 
for these memorable occasions, and dancing continued into 
the night. 

While Brighton’s claim to be one of the healthiest spots 
in England is unchallenged, it can surely have few rivals, too, 
for architectural and natural beauty. Tours to the country- 
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side north of the city included visits to Lewes and near-by 
Glynde, the Devil’s Dyke, and, further afield, Arundel and 
the Hastings area. The chalk downs have changed much 
in appearance since the absence of rabbits allowed the grass 
to grow tall, though from the distance the contours are seen 
to give an unchanging shelter to the Domesday villages 
among them. The main festivities concluded with the B.M.A. 
supper-dance at the Hotel Metropole, and the Brighton Divi- 
sion earned the congratulations of all who were fortunate 
to attend this happy function. 


Golf Competitions 

The Leinster and Childe Cup golf competitions were 
played on Wednesday, July 11, at the West Sussex Golf 
Course, Pulborough. The winner of the Leinster Cup was 
Dr. W. L. James (South-east Essex Division) and of the 
Childe Cup Dr. P. S. Steen (South Essex Division). 

The Notts Ladies’ Challenge Cup was played on July 11 
at the East Brighton Golf Course. The winner was Mrs. 
Alexander Hall, of Hove. 

The Treasurer's Cup was played on Thursday, July 12, at 
the West Sussex Golf Course, and was won by Dr. S. H. 
Martin (Nuneaton and Tamworth Division), 


CRICKET 


B.M.A. v. LAW SOCIETY 


AT HURLINGHAM, JULY 1 


B.M.A. 


P. C. Rushton (London Hospital), c. Law, b. 

R. A. M. Case (Birmingham Hospital), c. Sutton- 

G. Barwell (Guy’s Hospital), b. Nicholls .. ¥ 11 

P. Cardew (St. George’s Hospital), c, Oakley, b. 


G. Hill (Charing Cross Hospital), c. Bowcock, b. 
J. Figueroa (University College), not out << 31 
G. B. Clarke (Guy's Hospital), b. Bowcock ... 7 
R. Abraham (St. Bartholomew’s Hospital), run out 10 
Extras ve ee 3 
Total (for 7 wkts declared) .. so eee 


E. Keat (Charing Cross Hospital), H. E. R. Chew 
(London Hospital), and R. Percival (London Hospital) 
did not bat. 

BowLinGc.—Nicholls 3-68; Small 0-36; Wood 1-35; 
Williams 1-45; Singleton 0-22; Bowcock 1-4; 


Outhwaite 0-11 
LAW SOCIETY 
G. Williams, run out 4 
T. M. Sutton-Mattocks, I.b.w., b. Clarke 7” 32 
G. Oakley, c. Chew, b. Clarke. we + 63 
D. Small, c. Chew, b. Clarke 11 
E. Singleton, c. Chew, b. Clarke .. 2 
S. Mundy, c. and b. Clarke .. bs it's - 35 
J. Wood, b. Clarke .. the 30 
G. Law, not out... 13 
Total (for 7 wkts) 
B. Bowcock, O. Nicholls, and T, L. Outhwaite did not 
bat. 


Bow.inc.—Chew 0-34; Clarke 6-110; Percival 0-29; 
Barwell 0-10; Rushton 0-7. 


The Minister of Health has approved revised salary scales and 
conditions of service for and A 
memorandum (H.M.(56)44), together with a copy of A.C. circu- 
lar No. 50, setting out the revised scales agreed by the Admini- 
strative and Clerical Staffs Council of the Whitley Councils for 
the Health Services, has been circulated to hospital authorities. 
The revised scales take effect from February 1, 1956. 


THE REMUNERATION CLAIM 
MINISTERS’ REJECTION 


As stated in the medical press a fortnight ago (Supplement, 
July 7, p. 2), an outline of the case for an adjustment of 
the betterment factor for general medical practitioners and 
all grades of hospital medical staff in the National Health 
Service was recently sent to the Minister of Health and the 
Secretary of State for Scotland. The full text will be pub- 
lished in next week's issue, 

The following reply, dated July 13, has been received by 
the Secretary of the Negotiating Committee from Sir John 
Hawton, Permanent Secretary of the Ministry of Health : 


Dear Dr. Macrae,—On June 14 you wrote to me, and to 
the Secretary of the Department of Health for Scotland, 
enclosing a memorandum outlining the case which the 
Negotiating Committee wished to present to the Minister 
and the Secretary of State for Scotland, concerning remun- 
eration. 

The memorandum has been submitted to the Ministers. 

We are asked by them to say that they do not accept the 
premises on which the memorandum is based. In their view 
the remuneration of the medical profession, like that of 
others, must be determined from time to time in the light 
of all relevant circumstances. The Ministers have asked 
us to say that in present circumstances they would not 
feel justified in giving consideration to any claim for a 
general increase in medical remuneration. In view of this 
they feel that the Negotiating Committee may wish to defer 
sending their proposed deputation at the present time.— 


Yours sincerely, (Signed) JoHN HawTON. 


NEGOTIATING COMMITTEE'S STATEMENT 


The following statement has been issued on behalf of 
the Negotiating Committee : 


The doctors of the country will be astonished by the flat 
rejection of a claim which in justice and logic cannot 
seriously be challenged. The members of the medical pro- 
fession have borne without complaint the steady decline in 
the real value of their incomes during the past five years, 
even though some of them are suffering hardship, and during 
recent years have refrained from adding to the Government's 
difficulties by putting forward a claim. This year the pro- 
fession was at last driven to request an adjustment. The 
Minister’s curt dismissal of that request will shock the pro- 
fession, and will be regarded as a poor recognition of the 
restraint it has shown. 

The claim is based on the decline in the value of money 
since April 1, 1951. The claim is that the remuneration of 
all members of the medical profession whose case is covered 
by the two Spens Committees (General Practitioners and 
Hospital Medical Staffs) should, as at April 1, 1956, be 
increased by not less than 24%, which is the amount by 
which their real incomes—taken as a whole—have declined 
in value since 1951. 

The claim in no way runs counter to the recent plea by 
the Chancellor of the Exchequer for a halt in new wage and 
salary claims, for the simple reason that the claim is merely 
one for the implementation of a contractual obligation 
already in existence and which has been so since 1948. 
Having entered the National Health Service at the Govern- 
ment’s invitation, the medical profession inevitably and for 
all time thereafter entrusted to the Government the main- 
tenance of its economic status, The discharge of that trust 
is a responsibility that was undertaken by Parliament and the 
nation as soon as the National Health Service was estab- 
lished. 

The Negotiating Committee is meeting at once to consider 
the action it must take. 


ANSWER TO PARLIAMENTARY QUESTIONS 


We print below the reply given by Mr. R. H. Turton, 
the Minister of Health, to Lieutenant-Colonel Lipton on 
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Monday, July 16, who asked the Minister of Health on 
what grounds he refused to disclose the increases in doctors’ 
pay asked for by the British Medical Association. 

Mr. Turton : Because, so far, there has been no claim 
published by the profession, The communication on this 
subject has only been in the form of a preliminary memor- 
andum sent to my Department and to that of my right hon. 
Friend the Secretary of State for Scotland. To this a reply 
has now been sent stating that, in the present circumstances, 
my right hon. Friend and I would not feel justified in 
giving consideration to any claim for a general increase in 
medical remuneration. 

Lieutenant-Colonel Lirton: Before we can decide whether 
that reply was justified or not, can we not be told what 
the doctors asked for? Why all this secrecy? If trade 
unionists want something the whole world knows about it ; 
why cannot we be told what the doctors want ? 

Mr. Turton: There has been no claim published by the 
profession. As I said last week, I must act in accordance 
with what I believe is the proper procedure in this matter, 
and not anticipate publication when | have received what 
is in fact only a draft memorandum. 

Lieutenant-Colonel Lipton: In view of the unsatisfactory 
nature of the reply, I beg to give notice that I will raise the 
matter again. 


MEDICAL ETHICS 
INDIRECT METHODS OF ADVERTISING 

At the Annual Representative Meeting at Brighton Dr. 
Rosert Fores, chairman of the Central Ethical Com- 
mittee, presenting the Council’s report under “ Medical 
Ethics" (Supplement, July 14, p. 39), moved the approval 
of the Report on Indirect Methods of Advertising which 
formed Appendix V of the Annual Report of Council. The 
motion was carried. Dr. Forbes then went on to move the 
recommendation that the following paragraph be inserted 
after para. 14 (v) of the report which lays down the general 
rule of anonymity for practitioners appearing in “ sound ” 
or “ visual” broadcasting programmes : 

There may be exceptional circumstances when a departure from 
the foregoing rule is justified—for example, when a practitioner 
broadcasts in an official capacity on medico-political matters of 
national interest. 

After Dr. Forbes had spoken to the recommendation Mr. 
J. C. Gipson-Moore (Hendon) moved as an amendment that 
the policy of the Association as expressed in the resolution 
by the Representative Body in 1951 be reaffirmed. After 
a discussion the Hendon amendment was carried, which 
meant that the recommendation moved by Dr. Forbes on 
behalf of the Council was negatived. 

The wording of the report in the Supplement on this part 
of the proceedings of the Representative Meeting made it 
appear as if the recommendation was carried. 


HOSPITALITY 
A French doctor's son would like to spend 6 to 8 months as 
a paying guest with a medical family living near London or 
Cambridge. A French doctor’s daughter, aged 14, would 
like to spend one month by the sea with a medical family 
in this country on an exchange basis. The British girl would 
stay partly in Paris and partly by the sea. 

A Danish doctor’s son, aged 17, would like to arrange 
a holiday exchange of 4 to 6 weeks with a British doctor's 
son in July. 

A Yugoslav medical student, aged 20, would like to arrange 
a holiday exchange with a British student living in the 
vicinity of London. 

Would anyone interested please get into touch with 
Brigadier H. A. Sandiford, International Medical Visitors 
Bureau, B.M.A. House, Tavistock Square, London, W.C.1. 


REMUNERATION CLAIM 


SUPPLEMENT to 


Correspondence 


Because of heavy pressure on our space, correspondents are 
asked to keep their letters short. 


Improving General Practice 


Sir,—The writer of the poignant first leader in The Times 
of July 3 states that the cause of our country’s faulty 
economic trends lies in a discrepancy between the concep- 
tion on which the economy is based and the structure by 
which it operates. Basically, the recent article by Dr. J. R. F. 
Jenkins (Supplement, June 16, p. 351), and the observations 
of your correspondents upon it, draw attention to exactly 
the same tendency in general practice, and I beg to suggest 
that the same insidious downward trend in quality of work 
in this branch of medicine will inevitably follow. 

The conception of good general practice, epitomized in 
the recorded work of the late Sir James Mackenzie, was 
one in which vision and originality of thought and action 
played a large part. Translated into present-day conditions, 
it follows that the practitioner must be in a position to 
carry out work to the limit of his ability and must have time 
and adequate encouragement so to do. If financial reward 
is to encourage this end, then it must be vehemently stated 
that the capitation fee does not serve this purpose. Breadth 
of vision and originality cannot be equated with numbers 
on a list ; in fact, large numbers discourage these very traits 
which have embellished general practice in the past. There 
is here surely a deep gulf between concept of purpose and 
structure in practice. It is further confirmed by the fact 
that proved originality in general practice by published work 
does not help a man to settle in practice these days ; this 
is probably because ability to maintain or increase a list is— 
rightly or wrongly—not considered necessarily synonymous 
with such a quality. Furthermore, if it be true that hospitals 
are intended to serve general practice and not replace it, as 
this month’s Practitioner propounds, then it follows logically 
that recognition of the practitioner, and his being enabled to 
carry out minor investigations and procedures therein, should 
be the rule and not the exception. 

I submit, Sir, that the same divergence between concept 
and structure is beginning to pervade general practice just 
as it is the economics of the country, and in both cases 
encourages a rigidity which can never lead to progress. Any 
attempt to improve structure which is inconsistent with the 
furthering of an envisaged ideal can only be one of sympto- 
matic expediency.—I am, etc., 


Colwyn Bay D. S. Cra. 


Training Scheme for Registrars 

Sirn.—I view with great concern Professor Alexander 
Kennedy’s suggestion (Supplement, July 7, p. 5) for over- 
coming the shortage of psychiatrists, for the following 
reasons. 

(1) The shortage is more apparent than real. At the 
present time it is by no means certain that experienced 
S.H.M.O.s and senior registrars who have been in psychiatry 
for seven or more years will obtain consultant appoint- 
ments, unless the Government greatly increases the con- 
sultant establishment, which is most unlikely. There is no 
doubt that the mental health of the country demands such 
an increase. However, public opinion does not yet fully 
recognize it, and, even if it did, the economy of the nation 
could not support such an increase, either now or in the 
near future. 

(2) Although there are notable exceptions, the majority of 
those who have a training in general medicine, paediatrics, 
and especially neurology are quite unsuited temperamentally 
‘o become psychiatrists. The practice of good clinical 
psychiatry is primarily dependent on the ability to develop 
“empathy "' with patients, which can only be done by those 
whose own personalities are sufficiently flexible to accept the 


JuLyY 21, 1956 


CORRESPONDENCE 


SUPPLEMENT to tHe 73 
Bririsu MEDICAL JouRNal 


insights of analytic psychiatry, whether Freudian, Jungian, 
Sullivan, etc. Disappointed physicians and neurologists 
usually possess a resistance to such concepts which could 
only be overcome by a training analysis. A practical 
impossibility. 

(3) The possession of widespread experience in other 
specialties in no way justifies shortening the period of train- 
ing required. I would almost suggest that it requires a 
lengthening of training in order to overcome the “ organic ” 
prejudices of the other specialties. The possession of an 
M.R.C.P. sometimes constitutes a stumbling-block to the 
practice of good psychiatry. The present tendency of boards 
to demand the possession of such a degree is as irrational 
as expecting all physicians to have the D.P.M. Dynamic 
psychiatry, and in particular the work of John Bowlby’ 
and Spitz, has perhaps suggested that a knowledge of 
personality development is of more value to the physician 
than is the knowledge of obscure biochemistry or advanced 
medicine to the clinical psychiatrist. 

Psychiatry is a specialty in its own right, and, rather than 
general medicine providing a good basis for the practice of 
psychiatry, I suggest that dynamic psychiatry is the basis of 
good medicine. Physical methods of treatment, including 
the latest batch of tranquillizers, are quite secondary in 
importance to an analytic approach. They are useful, but 
only as a means of facilitating empathy and psychotherapy 
in its widest sense. Seven years in psychiatry, including 
two years in North America, only confirm my opinion that, 
however valuable an organic approach may be, it is no 
substitute for an approach based on an integration of the 
great analytic schools and learning theory, whether one’s 
work is in the so-called back wards or in acute neurosis 
units.—I am, etc., 

Wakefield. Humpueey B. Kipp. 
REFERENCES 


' Mullahy, P., Contributions of H. S. Sullivan, 1952, p. 27. New York 

2 Bowlby J., Maternal Care and Mental Heaith, 1951. W.H.O., Geneva 

* Spitz, R., “ Infantile Depression and the General Adaptation Syndrome,”’ 
in Depression, edited by P. H. Hoch and J. Zubin, 1954. Grune and 
Stratton, New York. 


Return of Goodwili 


Sir,—If one takes notice of recent letters published in the 
Supplement, it is clear that frustration, discontent, and hard- 
ship are becoming commonplace in general practice. The 
grumbles can be briefly summarized as follows: (1) the 
farce of a 1948 compensation figure not tied to the prevail- 
ing value of the pound (what would our private fees have 
been now in comparison with 19487); (2) the niggardly 
interest rate given on our compensation ; (3) the heartbreak- 
ing pension figures afforded to those who were middle-aged 
at the inception of the Service ; (4) the utter frustration at 
the loss of freedom of movement ; (5) the difficulty of entry 
of the younger man into general practice. 

To all these complaints I would add yet a further injustice 
—the complete absence of financial value put upon experi- 
ence. A young man who is lucky enough to be allocated 
a practice immediately starts at the same income level as 
his fellow G.P. with the same-sized practice but who has 
been in practice for 15 to 30 years or more. Surely this is 
an utter farce. It is difficult to imagine any other pro- 
fession or trade which would tolerate this state of affairs. 
Perhaps this anomaly is the one and only point in favour 
of a salaried service—one would at least (we hope) receive 
increments of pay for length of service. 

But the most frustrating factor of all is the loss of free- 
dom of movement. In the “bad old days” of ownership 
of goodwill, an ageing G.P. in a busy industrial practice 
would “sell out” and buy a less arduous, albeit less 
remunerative, practice in surroundings more congenial and 
kinder to his and his family’s health. This system had 
the twofold advantage of creating advertised openings for 
the younger man who was prepared to take ona busy (and 
remunerative) practice, and at the same time allowing the 
older man to “ get out,” and scale down the tempo of his 
work. In addition, the incoming doctor had the advantage 


of a few months’ introduction to his practice by the vendor. 
To-day, in a nutshell, the younger man cannot “ get in ” and 
the older man cannot “ get out.” All that the ageing man 
can do to ease his work is to take in a partner at the cost 
of a third to a half of his income and continue to live in 
the same place. 

It is indeed a solemn thought for the young G.P., who 
has no compensation at stake and who has just started in 
practice, that he will, most probably, live and work in the 
same place for the rest of his days, and that at the end of 
his working life he will be in receipt of approximately the 
same income as the day he started. The only possible 
answer to this frustrating state of affairs lies in the return 
of the right to buy and sell our practices once again. It 
is utter nonsense to talk of the “buying and selling of 
souls.” There is a world of difference between the “ old- 
fashioned” idea of an introduction by a vendor to his 
successor and the present impersonal system of executive 
council vacancy advertisement (in many of which neither 
house nor surgery premises are available). The sooner 
goodwill is returned the better for all—young and old. 

But, alas, this is only just one more letter to the Journal 
bellyaching about our complaints. There have been many 
before, and undoubtedly there will be many to follow. The 
important point is this: just how many of us does a letter 
such as this truly represent? If it represents the majority 
of us in general practice, then strong and resolute action is 
called for. Many, far too many, high-sounding words about 
the abstract idealism of medicine have been written in the 
past in the Journal ; much, far too much, has been written 
in consideration of our patients. It is high time for charity 
to begin at home and to consider our own lives, our wives, 
and families before it is too late. It is essential for us to 
become realists in thought and action if we are not to 
become abject automatons without any will, life, or future 
of our own. 

And who is to assess whether all these letters to the 
Journal are just the outbursts of a minority of frustrated 
cranks or whether they are genuinely representative of a 
cross-section of G.P.s as a whole? It is quite plainly the 
B.M.A.’s duty to investigate and to find out just how deep 
is this discontent and frustration in general practice to-day. 
The B.M.A. alone has the facilities to carry out such an 
investigation. This could be achieved by a questionary sent 
out to all those in practice. This should be very simple and 
to the point. Because it is from the loss of goodwill that 
all the evils I have mentioned above arise, there should be 
one question only: “Are you in favour of the restoration 
of the right to buy and sell practices?” If such a ques- 
tionary shows that we are solid in our demand for reform, 
then the B.M.A. must act for us in a strong, forthright, and 
uncompromising manner. With the assurance of adequate 
backing from the main mass of G.P.s it should not be 
beyond the powers of our representatives and leaders to 
present a cast-iron demand on our behalf. 

Should this plea for a lead—i.e., a questionary—fail, then 
we must remember that it is still in our hands, should we 
wish it, to put formal resolutions for such an inquiry 
through our various Divisions. Apathy, apart from con- 
verting us into prematurely aged paupers, will get us 


nowhere,—I am, etc., 
Glossop, Derbyshire. H. M. R. WaAppDeLt. 


Economical Administration ? 


Sir,—Each political party assures the electorate that it 
wishes the nation to have a first-class health service. One 
might thus assume that the voters supporting these parties 
would try to see that the service is economically run and 
that no restrictions on effort put up its cost or reduced its 
efficiency. 

Would it not be useful to have the proportions of clerks, 
porters, telephonists, and other lay personnel related to the 
number of doctors and nurses employed, these figures to be 


published regularly? Was it necessary, when the Service 
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began, to double, treble, 
gories of the former ? 

One might assume that a ward sister, charged with obser- 
vation of the sick, might easily deal with less serious matters. 
But one, in a teaching hospital, tells me that she cannot be 
entrusted with spare electric bulbs or curtain hooks for the 
ward. I just wonder what restrictive practices lie behind 
this. Is it really necessary, as she informs me, for two men 
to appear to change a bulb which she could do herself from 
a stock held on her account ? 

if this is a union rule, does the union defend a procedure 
putting up the cost of the Service and do the politicians con- 
done it? It seems a small matter, but does it not indicate 
much more waste of public money ?—I am, etc., 


G. C. PerHer. 


or even quadruple certain cate- 


Hitchin. 


B.M.A. LIBRARY 


The Library service is available to all members of the Associa- 
tion resident in Great Britain and Northern Ireland (and by 
Special arrangement to members of the Irish Medical Associa- 
tion). A copy of the Library Rules will be forwarded on 
application to the Librarian at B.M.A. House. 

The following books have been added to the Library : 


lig, F. L., and Ames, L. B.: Child Behavior. 1955 

Joseph, H., and Zern, G.: Emotional Problems of Children. 1954. 

Keefer, C. S., and Leard, S. E.: Prolonged and Perpiexing Fevers. 1955. 

Keeney, E. L.: Practical Medical Mycology. 1955 

Kirk, P. H.. and Sternberg, E. D.: Doctors’ Offices and Clinics: Medical 
and Dental. 1955 

Lewis, R. W.: Joints of the Extremities: A Radiographic Study. 1955. 

Long, R. H.: The Physician and the Law. 1955. 


Marfatia, J. C.: Behaviour Problems of Children. 1956 

Masserman, J. H.: Practice of Dynamic Psychiatry. 1955. 

_—--— A. H.: Kinships of Animals and Man: A Textbook of Animal 
iology 1955 


Moseley, H. F. (Editor): Textbook of Surgery. Second edition. 1955. 
Proudft, F. T., and Robinson, C. H.: Nutrition and Diet Therapy 
Eleventh edition. 1955 


Pryor, W. J.: Manual of A Tech 1956. 
Roberts's Nutrition Work with Children. Third edition by Ethel Austin 


Martin. 1954 
Roche, A. E : Practical Urology: Case<comments and Late Results. 1956 
Soddy, K. (Editor): Mental Health and Infant Development. Vol. I. 
Papers and Discussions. Vol. Il, Case Histories. 1955. 
Soe. J. L.: Surgical Technic of Abdominal Operations. Fifth edition 
Stutz, E.. and Vieten, H.: Die Bronchographie. 1955. 
Thorne, F. C.: Principles of Psychological Examining. 1955 
Virtue, R Hypothermic Anesthesia. 1955 
Weil, P. G.: Hypotension, Shock and Circulatory Failure. 1955 


D., 
1955. 


Zoethout, and Tuttle, W. W.: 


edition 


Textbook of Physiology. Twelfth 


H.M. Forces 


ROYAL NAVY 
Surgeon Commander W. G. C. Fitzpatrick has retired. 
Rovat Navat VoLuntreer Reserve 
Surgeon Captain J. V. Williams, Q.H.P., has retired. 
Surgeon Lieutenant G. L. Bolt to be Surgeon Lieutenant- 
Commander. 
ROYAL ARMY MEDICAL CORPS 
Captains J. Thompson and N. C. Rogers to be Majors. 


REGULAR ARMY RESERVE OF OFFICERS 
General W. E. Tyndall, C.B.. M.C.. late 


R.A.M.C., having attained the age limit of liability t I 
ceased to belong to the R.A.R RO. a 


Royat Army Mepicat Corps 


Lieutenant-Colonel (Acting Colonel) E. M. Elmhirst, T.D 
from A.E.R.O., to be Lieutenant-Colonel, and has been Re 
the honorary rank of Colonel. 

Major W. R. Cunningham, E.R.D., having attained the 
limit of liability to recall, has ceased to belong to the R.A. RO. 
retaining the rank of Major. 


ARMY EMERGENCY RESERVE OF OFFICERS 
Royat Army Mepicat Corps 
Lieutenant-Colonel H. K. 1 
the of Colone 
aptain (Actia ajor) 
National Service lst, to 5 be 
of Major. 


M.B.E., T.D., has been 


L. ‘Rubinstein, from A.E.R.O., 
be Captain, retaining the acting rank 


Association Notices 


Diary of Central Meetings 


JULY 


23 Mon. Staff Side, General Whitley Council (at 14, Russell 
Square, W.C.), 10.30 a.m. 
23 Mon. Full General Whitley ee (at 14, Russell 


uare, W.C.), 2.30 p.n 
24 Tues. Staff Side, Committee B, Medical Whitley Council, 


10.30 a.m 


24 Tues. Chest Services Subcommittee, Central Consultants 
and Specialists Committee, 2 p.m. é 

24 Tues. Full Committee B, Medical hitley Council 
(at 14, Russell Square, London, W.C.), 
2.30 

24 «Tues. Medical W Whitley (at 14, Russell Square, 
London, W.C.), 2.30 p.m. 

25 Wed. Joint Consultants Committee (at Royal College of 


Surgeons of England, Lincoln's Inn Fields, 
We), 10.30 a.m. 


Branch and Division Meetings to be Held 


Dorset Division.—At Digby Hotel, Sherborne, Tuesday, 
July 24, dinner for members and their ladies. 
Nortu-east Surrotk Drvision.—At Wherry Hotel, Oulton 


Broad, Thursday, July 26, 7.45 for 8 p.m., dinner and presen- 
tation to Dr. S. B. Hughes 

NortH OF ENGLAND BrancH.—At Northumberland Golf Club, 
High Gosforth Park, Thursday, July 26, 12 noon, annual meeting ; 
1 p.m., lunch. 

SoutH Mroptesex Drvision.—At Casino Hotel, Tagg’s Island, 
Monday, July 23, 9 p.m., meeting. 

Wemaey Drvision.—On Wednesday, July 25, 2.30 p.m., visit 
to Wander Factory and Ovaltine Farms, King’s Langley, Herts. 
Friends and children invited. 


Meetings of Branches and Divisions 
Botton Division 
The anaua! meeting was held on May 25 in the Victoria Hotel. 
Nine members were present. The following officers were elected : 
Chairman.—Dr. E. P. Johnson. 
Vice-chairman.—Dr. I. Affleck. 
Secretary ond Treasurer—Dr. M. S. Rowley. 


CHELSEA AND FULHAM DIVISION 

The annual general meeting was held on June 1 at Fulham 
Town Hall. Lieutenant-Colonel W. L. Harnett took the chair and 
12 members were present. The following officers were elected: 

Chairman.—Licutenant-Colonel W. L. Harnett. 

Vice-chairman.—Dr. C, Watney Roe. 

Joint Honorary Secretaries —Drs. C. Watney Roe and D. J. 
Thomas. 

A motion was formulated: “ That some of the candidates for 
election to the G.M.C. sponsored by the B.M.A. should be con- 
siderably below the present average age.” 


Dorset Division 


was held at the Chest Clinic, Dorchester, on May 25. 
r was in the chair and 19 members were present. 
amy gave a talk on “ Enuresis.” 


r 
D. G. Vulkan 


East YorRKSHIRE BRANCH 


The annual general meeting was held on May 9. The following 
officers were elected : 

President.—Dr. 1. G. Innes 

President-elect —Dr. L. Bellman. 

Immediate Past President-—Mr. G Griffith. 

Vice-president.—Dr. C. Groves. 

Honorary Secretary and Treasurer —Dr. K. W. Beetham. 


FOLKESTONE AND Dover Division 


A general meeting was held on May 25 at the Esplanade Hotel. 
Six members were present, and Dr. Broatch was in the chair. 


Giascow Division 
meeting was held in the Glasgow Regional 
Office on March 23. Mr. John Dunbar was in the chair, and 63 
members were present. The following officers were elected: 
Chairman.—Mr_ John Dunbar. 
Vice-chairmen.—Drs, J. S. McL. Ord, Wm. S. Gardner, and 
J. Inglis Cameron. 
Honorary Secretary—Dr J. Baird Forrester. 
Deputy Secretary and Honorary Treasurer —Dr. M. M. Garrey. 


Momsasa Division 


A meeting was held at the Pandya Memorial Clinic on May 25. 
Mr. C. J. Patel was in the chair, and nine members were present. 


The annual! 
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Compare Spencer 


with any other support for effectiveness, 
comfort, economy 


| 


For Effectiveness—each Spencer Support is individually designed, cut 
and made—based on body descriptions, measurements and the 
medical requirements of each patient. In terms of individual needs, 
only a designed-to-order support can provide maximum therapeutic 
effectiveness. 

For Comfort—Spencers are not adjusted to ‘‘fit,’’ the ‘‘fit’’ of a 
Spencer is designed into the sections of the support itself! Heights, 
lengths, all details are determined by the needs of the individual 
wearer. Thus Spencer provides /asting comfort. Such comfort is 
not possible in a support that is adjusted to fit a body for which it 
was not designed. 
For Economy—to be truly economical, a support must provide the 
correction required by the medical condition and must hold its shape 
in order to maintain that correction. Because each Spencer is indi- 
vidually designed it does not lose its shape. 


- We invite you to compare the difference! You will find Spencer 
Child's Spinal Support Dorso-Lumbar Support 


superior for women, children, and men. 
informeti BRANCH OFFICES 
fer LONDON : 2, South Audley Street, W.!. GROsvenor 4292. 
MANCHESTER : 382, King Street, 2. Tel.: BLAckfriars 9075. 
SPENCER (BANBURY) LTD LIVERPOOL: 79, Church Street, I. Tel.: ROYa! 4021. 
Consulting Manufacturers of LEEDS : _, Viczoria Buildings, Pork Cross Street, |. (Opposite Town 
SURGICAL & ORTHOPAEDIC SUPPORTS BRISTOL: 44a, Queens Road, 8. Tel.: Bristol 24801. 


GLASGOW : 86, St. Vincent Street, C.2. Tel: CENtro! 3232. 
Spencer House Banbury Oxfordshire EDINBURGH: 308, George Street, 2. Tel.: CAledonion 6162. 


Tel. 2265 APPLIANCES SUPPLIED UNDER THE 
NATIONAL HEALTH SERVICE 


Trained Spencer Retailer-Fitters resident throughout the Kingdom; name and address of nearest Fitter supplied on request. B.M.1.7/S6 


Copyright 


VA 


Visit Europe’s Loveliest 
Cities with 


A Mediterranean cruise this 
el the thing. Choose 
our ship—book the date for a 
oliday you will remember. 
Each cruise offers you health, 
comfort, entertainment and 


good living, with the pleasure 
of seating new friends and ‘mera’ gails 28th July for 13 days. strength INGREDIENTS : 
seeing new places. *cHUSAN’ 4th Aug. ,, 13 days with pure glucose and flavoured with whole 
fresh lemons. Because Citroze isaconcentrate, | 90% Dextrose 
Wide choice of first-class ” it cuts down health drink expenses. A 26 f1.0Z. | monohydrate, sugar, 
oa these cruises. ‘cHusan’ = ,, 18th Aug. ,, 13 days. bottle costs only 3/6 and makes four pints of 
—— ~ ,, 25th Aug.,, 9 days. ready-to-drink Citroze which complies with | lemon juice, 
agon others September * . 25th Aug. ,. 14 days the regulations for a dextrose beverage. For an itric acid and 
— . easily prepared hot toddy Citroze can also be 
diluted with hot water. benzoic acid 
Further details from YOUR LOCAL AGENT or from: 
4 
P & O 14/16 COCKSPUR ST., 8.W.1 WHI 444; for orn energy § 
122 LEADENHALL ST., &.C.8 AVE 8000 


PROPRIETORS: 0. R. GROVES LTD., 2 JERMYN ST., LONDON, S.W.1, 


ae 
; 
— 
LLL LLL LLL LL LLL LLL 
~ 


er ‘ Mr. C. J. Patel was in the chair, and nine members were present. 
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A New ORAL 


Trichomonacide... 


clinical evidence 

Clinical investigations have shown that Trichomonas 
vaginalis can be eradicated by the oral administration 
of TRICHORAD. 


dosage 

A course of treatment consists of 1 enteric-coated 
tablet containing 100 mgm. TRICHORAD admini- 
stered 3 times daily after meals for 10 days. 


dual treatment 

If the male partner is found to be a carrier, eradi- 
cation of the parasite necessitates the simultaneous 
treatment of both the wife and the husband. 


trichorad 


(2 ACETYLAMINO -5- NITROTHIAZOLE) 


for systemic therapy in Trichomonal Vaginitis 


supplementary treatment 

Whilst TRICHORAD tablets taken orally may 
produce a parasitological cure, concurrent local 
treatment with an efficient buffered trichomonacide 
such as PENOTRANE pessaries is essential to 
effect rapid symptomatic relief. Furthermore, 
PENOTRANE, being a fungicide, will counteract 
any associated monilial infection. 


supplies 

100 mgm. enteric-coated tablets are available in 
containers of 30 for 1 course of treatment and in 
dispensing packs of 600. 


Literature and trial supplies available on request. 


LTD. 


WARD, BLENKINSOP & CO., 


YORK HOUSE, 37, QUEEN SQUARE, LONDON, w.C.3 
Telephone: Holborn 5992/6 (5 lines). Telegrams: Duochem, Westcent, London 


wt Dice, 


The Treatment of Fractures 
Volume |! 


Lorenz Bohler, M.D., translated from the 


13th German Edition by Tretter, 
Luchini, Kreuz, Russe, and Bjornson 


| tie MORE THAN 26 YEARS this monumental work has 
been considered as a standard reference work for 
surgeons and orthopaedists. Now the new translation— 
stressing technics of treatment throughout—makes this 
revised, enlarged, and completely up-to-date work 
accessible to every English-speaking physician. (Orders 
accepted only for the 3-volume set. V olume 11, September ; 
V olume 111, Winter 1956-57 ; about 1235. each. Volume 
1, 1,104 pp., 1,721 tllus., 1725.) 


GRUNE & STRATTON, 


Practical Kooks for the Practising Physician 


99 Great Russell Street, London, W.C.1 


A.M.A. Scientific Exhibits, 1955 


Sponsored by the 
Council on Scientific Assembly, 
American Medical Association 


| rete pom IN BOOK FORM for the first time, this new 

work reproduces the award-winning exhibits at the 
1955 Meeting of the A.M.A., and other selected exhibits 
of special interest, in a volume of 800 pages covering 
clinical and research advances in all fields of medicine. 
This handy, comprehensive summary, reflecting 
thousands of man hours of work and millions of dollars 
in research funds, is designed for both quick reference in 
daily practice, and detailed study of today’s medicine. 
(800 pp., regular edition, 140s., personalized leather- 
bound edition, 210s. NOTE: A.M.A. Scientific 
Exhibits, 1956, in press, Fall. 


INC., Medical Publishers 
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Milk-Alkali 


drip therapy 


Intragastric milk-alkali drip therapy '** success- 
fully provides a means of giving continuous 
neutralization of gastric acidity. 

Nulacin Tablets, unique* in their composition 
of milk solids and antacids in suitable combination 
and proportions, give effective control of gastric 
acidity. 

It has been confirmed by clinical trials in 
three Continents* * * 7 * 11.19 that Nulacin 


in a tablet 


Horlicks Limited, Pharmaceutical Division, Slough, Bucks. 


Tablets, when allowed to dissolve in the mouth, 
give continuous neutralization of gastric acidity. 

Nulacin is available throughout the British 
commonwealth, in the U.S.A., and many other 
countries. It is known as Nulactin in Canada and 
Sweden. 


Nulacin Tablets, which can be prescribed on 
E.C.10, are manufactured by 


NULACIN 


1. A New Therapy of Peptic Ulcer: Continuous 
alkalinized milk drip into the stomach. American 
Journal of Medical Science, 1933, 185 : 695 

2. Intragastric drip therapy for peptic ulcer: Sum- 
mary of ten years’ experience, J.A.M.A., 1942, 
120: 743 

3. The efficacy of the drip method in the reduction 
of gastric acidity. Am. J. Digest. Dis. 1942, 9: 332 
4. The Control of Gastric Acidity. Brit. Med. J., 
26th July, 1952, 2: 180-182 

5. Medical Treatment of Peptic Ulcer. Med. Press, 
27th February, 1952, 227: 195-199 

6. Discussion on Peptic Ulceration, Proc. Roy. Soc. 
Med., May, 1953, 46 : 354 

7. The Effect on Gastric Acidity of “Nulacin” 
Tablets. Med. J. Aust., 28th November, 1953, 2 : 
823-824. 


* British Patent No. 715874 


International Congress of Gastroenterology, 
Stand No 5, Royal College of Surgeons, London 


Australian Patent No. 159135 


8. Control of Gastric Acidity by a New Way of 
Antacid Administration. J. Lab. Clin. Med., 1953, 
42 : 955 

9. Further Studies on the Reduction of Gastric 
Acidity. Brit. Med. J., 23rd January, 1954, 1: 
183-184 

10. Clinical Investigation into the Action of 
Antacids. The Practitioner, July, 1954, 173 : 46 
11. Management of Peptic Ulceration in General 
Practice. Med. World, December, 1954, 81 : 591-601 
12. Ambulatory Continuous Drip Method in the 
Treatment of Peptic Ulcer. Amer. J. Dig. Dis., 
March, 1955, 22 : 67-71 

13. Notes on Remedial Agents, Med. Rev., Octo- 
ber, 1955, 49 : 142 

14. Antacids in Peptic Ulcer. The Practitioner, 
January, 1956, 176 : 103. 


Canadian Patent No. 507783 


| 
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BRITISH JOURNAL OF 
INDUSTRIAL MEDICINE 
July, 1956. Vol. 13, No. 3 “i 

B 


Special Number for al 


2ist Annivers f 

association or WENTILO SIX 

INDUSTRIAL MEDICAL | MEE 
OFFICERS \ ) 


Sixty Years of Industrial Medicine in Great 
Britain. Andrew Meiklejohn 


Occupational Medicine as a Vocation. James A. | 


The Relationship Between Ventilatory Capacity ® 


and Simple Pneumoconiosis in Coalworkers. 
R. G. Carpenter, A. L. Cochrane, J. C. 


Gilson, and I. T. T. Higgins 
| Factors Influencing the Radiological Progression 


Rate of Progressive Massive Fibrosis. A. Ll. | The elastic adhesive bandage 


' Cochrane and R. G. Carpenter, with the 


Clarke Jonatha. || allows the skin to breathe 


a in Central Indian Coal Mines. EDWARD TAYLOR LTD - MONTON LANCASHIRE 
. B. Roy 
| A Study of Dust Toxicity Using a Quantitative — - ma gd 
A Quantitative Technique for Studying the | MEDICAL PRACTITIONER'S HOUSE PURCHASE 
Effect of Dust on Phagocytic Cells in vitro. AND CAR HIRE PURCHASE SCHEMES 
J. Marks and M. Ann Mason 100%, ADVANCE in ap- 


| ‘The Use of a Size Selector for Dust Sampling HOUSE PURCHASE proved cases, with re- 


“¥ | payments over a period 
with the Thermal Precipitator. J. 7. Burdekin of up to 25 years, for houses not exceeding £5,000 in value. 


and J. G. Dawes Rate of interest 5°, 
The Use of the Pulheems System of Medical 
Classification in Civilian Practice. M. D. 
Warren 
Determination of Atmospheric Benzene Con- 
centration by Displacement Following Adsorp- 
tion on Silica Gel. Per Ovrum 


Two Cases of Poisoning with Di-isopropyl- 
fluorophosphonate (D.F.P.). W.K. S. Moore 


| Arsine Poisoning. D. Blair Macaulay and 
D. Austen Stanley 


The Prescription of Industrial Disease. Ronald E. 


NEW CARS, MAXIMUM AD- 


MOTOR CAR VANCE and Repayment Terms 
as 


allowed by Board of Trade. 
Second-hand car terms on application. 
Please apply to J. W. SLEATH & CO.LTD. 
Burley House, 5-11, Theobald’s Road, London, W.C.! 
Telephone. Chancery 4375/6/7 


SPECIALIST JOURNALS 


ANNALS O¥ THE RHEUMATIC DISEASES 
BRITISH HEART JOURNAL 


Lane BRITISH JOURNAL OF INDUSTRIAL MEDICINE 
BRITISH JOURNAL OF PREVENTIVE AND SOCIAL MEDICINE 
Book Reviews BRITISH JOURNAL OF VENEREAL DISEASES 


JOURNAL OF CLINICAL PATHOLOGY 
JOURNAL OF NEUROLOGY, NEUROSURGERY AND PSYCHIATRY 
MEDICAL AND BIOLOGICAL ILLUSTRATION 
THORAX 
Quarterly. Annual Subscription, £2 2s. cach. 
ARCHIVES OF DISEASE IN CHILDHOOD 
Bi-monthly Annual Subscription, €3 Se. 
BRITISH JOURNAL OF PHARMACOLOGY AND CHEMOTHERAPY 
Guarteriy Annual Subscription, @4 4 
; BRITISH JOURNAL OF OPHTHALMOLOGY 
PUBLISHING MANAGER, B.M.A. HOUSE, Munthly. Annual Subscription, £4 4s. 
OPHTHALMIC LITERATURE 
Siz issues and index yearly Annual Subscription, 24 4s. 


TAVISTOCK SQUARE, LONDON, w.c.l Combined aubscription with British Journal of Ophthal mol a7 7 
= BRITISH MEDICAL ASSOCIATION 


Yearly Subscription (4 Numbers) £2 2s. 
U.S.A. $7.00. Single Numbers 12s. 6d. 


From the 


B.M.A. House, Tavistock Square, London, W.C.1 
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APPOINTMENTS 
Applicants should state name, address, age, nationality, qualifications, and exten | 
(unless otherwise specified) one copy each of 3 recent %& testimonials with short 
| Statement of experience and appointments held. 
| Applications should be sent at once if no closing date is given. 
Canvassing in any form will disqualify. 


*#&SERVICE MEMBERS may have difficulty in supplying recent 
| testimonials, but this should not deter them from applying. 


j A fully registered medical practitioner who is liable for National Service must obtain deferment 
| of recruitment in writing from the Central Medical Recruitment Committee or (in Scotland) 
the Scottish Central Medical Recruitment Committee before accepting any civilian appointment 


Service has been made clear in a notice sent to them by the Ministry of Labour and National 
vice 


SALARY SCALES OF JUNIOR GRADES OF HOSPITAL MEDICAL STAFF 
Registrar Grades, Whole-time 


medica! practitioner and held normally for two years: £850 per annum in the first year; £965 per 
| annum in the second and any subsequent years. 
(6) SENIOR REGISTRAR ; Posts obtained normally not less than four years after registration 
as a medical practitioner and heid normally for four years; £1,100 per annum in the first year; 
| £1,200 per annum in the second year; £1,300 per annum in the third year; £1,400 per annum 


in any subsequent years. 
Other Grades, Whole-time 

(a) HOUSE OFFICERS: 

(i) Provisionally registered medical practitioners; £425 per annum for the first post held; 
£475 per annum for the second and all subsequent posts held; 

provided that the employing authority (subject in the case of a Hospital M Committ 
to the consent of the Regional Hospital Board) shall have discretion to determine that the remun- 
eration of any officer holding his first post in the National Health Service as a House Officer 
shall be £475 per annum if they are satisfied that the officer has held at least one hospital post 
outside, of not less than six months’ duration, involving clinical responsibilities equivalent to 
| those of house posts in the National Health Service and supervised by appropriate specialist staff. 
| (ii) Fully registered medical practitioners: £525 per annum for any post held; 

provided that in exceptional circumstances, subject to the consent of the Minister, this rate may 
| be exceeded by up to £50 per annum where a post cannot be filled otherwise. 
} In each case under sub-sections (i) and (ii) above, a deduction of £125 per annum in respect 
of board and lodging and other services provided shal] be made and each post shall be tenable 
for six months. 

(6) SENIOR HOUSE OFFICER: Posts obtained normally not less than one year (in 
Scotland, two years) after registration as a medical practitioner and normally held for one year 
only: £745 per annum 
j (c) JUNIOR HOSPITAL MEDICAL OFFICER: Officers who have held house appoint- 


as a medical practitioner) by £50 to £1,075 per annum. 


OF HOSPITAL MEDICAL STAFF 


submitting their applications, where this is not stated in the advertisement. 
(25 1 55) 


j The position of provisionally registered medical practitioners who are liable for National | 


(a) REGISTRAR: Posts obtained normally not less than two years after registration as a 


ments but who are not Registrars and who have less responsibility than other hospital officers | 
of non-consultant status: £775 (for an officer appointed not less than one year after full registration | 


ALL NATIONAL HEALTH SERVICE HOSPITAL APPOINTMENTS ARE | 
IN ACCORDANCE WITH THE TERMS AND CONDITIONS OF SERVICE | 


Those intending to apply for resident appointments in the Registrar grades are recommended to 
make inquiries with regard to the deductions proposed for board and lodging at the time of 


CLASSIFICATION 
and order of appearance 


Practices 
Partnerships 
Assistantships 
Trainee General Practitioners 

Locu 


ms 
Situations (Medical) 


APPOINTMENTS 
including pre-registration 
ender appropriate specialty headings, as follow: 


Anaesthetics Ophthalmology 
Blood Transfusion Orthopaedics 
Cardiology Paediatrics 
Casualty Pathology 
Chest and Tb. Physical Medicine 
Dental Plastic Surgery 
Psychiatry 
oe Radiology 

Geriatrics Radiotherapy 
Infectious Diseases Rheumatology 
Medicine 
Neurology Surgery 
Neurosurgery Thoracic Surgery 
Obstetrics and Urology 

Venereology 


the following order 
S.H.M.0.s, Kegistrars, 
Clinical Assistants, 3.H.M.O.5, Senior 
House Officers, House Officers, Pre- 


registrations. 

Public Health and 
ures 
Administrative Pharmacists, etc. 
Industrial Receptionists, etc. 
Republic of Ireland Consulting Rooms, ete 
Oversea Houses for Sale 
University and Accommodation 
Hotels 
Research Miscellaneous 

Notices Homes 


Rates are shown on the Inside Back Cover 
MEMBERS ABROAD. Copies of vacancies 
advertised in the Journal can be semt by AIR 
MAIL The minimum cost is 3s. per week, which 
covers up to three separate headings: additional 
headings Is. each. 

Please state type of vacancy and remit to the 
Advertisement Director, BMJ 


PRACTICES (Executive Councils) 


for vacancies (except those in Scotland) apply on 
Form E.C.16A, obtainable from the Executive 
Council. Mark envelope “ Vacancy.” 


NATIONAL HEALTH SERVICE 
EXECUTIVE Ta = THE COUNTY OF 
NAR 


STEPPS, near Glasgow 

Applications are invited from registered medical 
practitioners to fill a vacancy in the Medical List 
of this Council following the resignation of a 
practitioner on September 30, 1956. The list at 
present is approximately 1,500. For form of ap- 
plication and further particulars apply to the under- 
signed, with whom applications should be lodged 
not later than 14 days from the date of publication 
of this advertisement.—William Berry Clerk to the 
Council, 38 Muir Street, Motherwell. (5796) 


NATIONAL HEALTH SERVICE 


Applications are invited from registered generat 
practitioners for succession to the practice of a 
cocior who has intimated his resignation from the 
Council's medical list from September 30, 1956. 
List at May 31, 1956: 1.461. The house (Calton 
cstrict) from which he carries on his practice will 
be available for purchase. For form of applica- 
tion and further particulars, apply to the Clerk, 
Edinburgh Executive Council, * Drumsheugh 
Howse,” 37a, Drumsheugh Gardens, Edinburgh, 3. 
with whom applications should be lodged within 7 
days of the appcarance of this ————« 


NATIONAL HEALTH SERVICE 
General Medical Services 


VACANCY AT CASTLETOWN, Co. Durham 
(Sunderland Rural District) 


Applications are invited for a practice vacancy 
at Castictown, Co. Durham, owing to resignation. 
List of patients as at April 1, 1956, was 3,307, in- 
cluding 95 in Sunderland (all prescribing). Residence 
and surgery may be available. Apply on Form 
E.C.16A, not later than August 11, 1956, to the 
Clerk, Durham Executive Council, 20, New Elvet, 
Durham. (Tel.: 2403.) (5943) 


NATIONAL HEALTH SERVICE—ASLE OF MAN 
ISLE OF MAN HEALTH SERVICES BOARD 


Applications are invited from medical practi- 
tioners wishing to undertake general medical 
services in Laxey and district in the Isle of Man. 
List at present 1,850 registered patients. House and 
surgery available for purchase. Application forms 
to be returned not later than August 11, 1956, and 
any further information obtainable from the Clerk, 
Medical and Dental Services Committee, 3, Harris 
Terrace, Douglas, Isle of Man. (5944) 


YORKSHIRE WEST RIDING EXECUTIVE 
COUNCIL 


CASTLEFORD, Yorks 

Applications are invited for medical practice 
vacancy in the Castleford Municipal Borough. List 
at present 439. (Designated area.) Initial Practice 
Allowance payable, subject to conditions of payment 
being satisfied. Residence and surgery available for 
purchase. Apply on Form E.C.16(A) to the under- 
signed, from whom further particulars may be 
obtained, not later than July 31, 1956.—C. H. 
Stabler, Clerk of the West Riding Executive 
Council, §, St. John’s North. Wakeficid (8945) 


BURNLEY, Lancs 

Applications invited ‘for vacancy due to resigna- 
tion, arising October 1, 1956. Chiefly urban in 
* Intermediate area. List approximately 1.850. 
including 400 County patients. Surgery premises. 
with flat above, available for purchase. Apply on 
Form E.C.16A (obtainable from address below) 
not later than August 3. 1956, to the undersigned 

—T. Watson, Clerk of Burnicy Executive 
Council, 92, Manchester Road, Burnicy (5826) 


PRACTICES (Exchange) 


DEVON, SINGLEHANDED RURAL, N.H.S. LIST 
1,750, income £2,800 per annum, freehold house ; 
requires minimum £3,000 per annum, singichanded, 
S. Wales, Welsh border counties or W. Midlands. 

For details apply Medical Practices Advisory 
Bureau, B.M.A. House, Tavistock Square, W_C.1. 


PARTNERSHIPS (Offered) 


PARTNERSHIP OFFERED AFTER PRELIMIN- 
ary Assistantship in Midlands semi-rural practice. 
Cottage Hospital.—Bo« PA.960, B.MJ 


S. COAST. OPHTHALMIC PARTNERSHIP 
offered after preliminary assistantship Reccipts 
about £6,000 per annam. Details from Medical 
Practices Advisory Bureau, B.M.A., Tavistock 
Square, W.C 


PARTNERSHIPS (Wanted) 


MANCHESTER M.B., MALE, AGED 33, MAR- 
ried, looking for partnership or assistantship with 
view in good class practice. Southern half of 
England. 4 years’ gcneral practice experience. Good 
clinical background.—Box PA.978, B.MJ. 
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Partnerships (Wanted)—contd. 


DOCTOR, G.P. EXPERIENCE, CAR, SEEKS 
Partnership London area —Box PA 772. BMJ 
OXFORD B.M.. ENGLISH, MARRIED. CATH- 
olic w Hospital Army GP experience 
Urgently requires Partnership or Assistantship with 
definite view. Car, capital for house.—Box PA.961, 
BMJ 


ASSISTANTSHIPS VACANT 
Thanking all applicants. 


Seot, B.C. Definite 
expanding List 6,800, 
industrial Salary £1,000. Car 
off duty.—-Box A.962, B.MJ 
sing'e, male of female, car 
owner, salary by arrangement.—Box A887. BMJ 
Wanted Assistant to partnership, Liverpool, no 
Midwifery. no view, July. Unfurnished flat above 
surgery, remt free Salary £1,000 including car 
allowance —Box A.889. BMJ 

Wanted, Assistant to partnership, S. Coast 
watering place. Possible view later. Mixed practice 
Car essential —Write, giving full particulars and 
experience, Box A888, B.MJ 

Wanted, hard-working Assistant, male. car owner. 
view. Salary 


Position 


view. 
Two-handed East 
Coast city, non 
essential. Excellent 
Wanted, Avsistant, 


practice 


Manchester urban areca Possible 
£1,100 per annum State religion.—Box A.964, 
BMJ 

w indoor male Assistant, London area. 


anted, 
Car provided. All found. Salary £800, work light 


Box A.%6S, BMJ 
Assistant required. Northern City. No immediate 


view, but good prospects to a worker Salary 
£1,100, increasing. Good house to rent. Midwifery 
esential.Box A.980, B.MJ 

Assistant to N.E. Midlands, Com- 
mence August 7 Probable view three months 
Write, experience, Box A.981, B.MJ 

Assistant wanted for busy industrial practice in 


Lancashire, cight miles from Liverpool. Car pro- 
vided —Box A.983 J 
Assistant wanted, before September Male, 
British. with own car. South Staffs partnership 
of three Definite view offered. Salary £1,000. 
Car allowance £150.—Box A.963, 
Assistants seching its with or without 
view or as Trainees will be advised of suitable 
vacancies.—-Apply, Percival Turner Medical Agency, 
25. Maiden Lane, W.C.2. Tel.: TEMple Bar 9011. 
Part-time Assistant required. September, N.W. 
London suburb. Modern house rent and rates free. 
Salary by arraneement.-Box A.982, B.MJ 
Part-time, F./M. LO.W. fer August.Box 
A.979, BMJ 


ASSISTANTS AVAILABLE 


M.B., Ch.B. Age 27, 
car owner, H.P.. H.S., casualty. 
R.AM.C. Northern 


married, Protestant 
orthopacdics, obstetrics, 


England or Midlands preferred. Available mid- 
— Box A.953, BMJ 
ssistantship (view desirable), T.C.D. graduate, 

a married, car. H.P., midwifery, 3 years’ G.P.— 
Box A&I, BMJ 

Assistantship with view by Liverpool 
M.B., North or Midlands. 28, married, car owner, 
DRC.O.G.. HS.. casualty, R.A.M.C.. gencral 
practicen —Box A966, j 


view wanted. M.B.. Ch.B. 
D.Obs.R.C.0.G. Age 
married. one child, own car 


(Glasgow Univ... 
Scottish. Protestant, 


and capital for house, teaching hospital and G.P 
experience.—-Box A.952, B.MJ 

Experieaced G.P. desires -time 
(surectries) Manchester or ncar.—Box A.967, 
BMJ 

Lady Doctor, M.B.. Ch.B., 1944. South of Mid- 
lands Experienced Some midwifery Keen 
worker -Box A.984, B.MJ 
TRAINEE GENERAL 

PRACTITIONERS (Vacant) 

Trainee, either sex, North Manchester 

ship, ample time for study.—Box T.955, 
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Wanted August 8 to 20 inclusive. Married. Car 
owner. Hampshire market town. Partner remain- 
ing. Some experience desirable. —Box L.986, B.MJ 

Wanted, Locum, North . for three weeks 
from September 3, either sex. Liberal terms 
L994. BMJ 

Cumberland. Locum required, August 13 to 
September 2. Own car preferred. One partner re- 
maining.—Dr. Fleming, Whitehaven, Cumberland 

Locum August 9 to 30. Pleasant West Midlands. 
Car owner. Hospitality wife. Work light. 17 ans. 
weekly.—Box L.862 J 

Locum from August 13 to September 8 inclusive. 
car essential. 20 guineas weekly, plus board 
Barnsicy.—Box L.956, BMJ 

Locum required August 16 to September 23. 
Bradford. Three doctors. £16 16s. per week plus 
car available or allowance.—Box 


hotel cxpenses, 
L.895, 

Locum South-East Practice, 
August 4 to 18 inclusive. Own car.Box L.957, 
BMJ 


required for Town and Country practices. 
—Apply Crawford, Herron & Cameron, Solicitors, 
257, West George Street, Glasgow, C.2. 

Locum, single, with car, required for practice ia 
the Western Isles from August 25 to end of Sep- 
tember.—Apply Crawford, Herron A& Cameron, 
Solicitors, 257. West George 7 Glasgow. C.2. 

wanted, August to 1 
England. car L.969, 


Southern — Box 
BMJ. 


REPLIES TO BOX NUMBER 
ADVERTISEMENTS 


The names and addresses of advertisers 
using box numbers are held by us in strict 
confidence and cannot be disclosed. Appli- 
cations should be separately enclosed and 
clearly addressed : 


British Medical Journal, 
B 


M.A. House, 
Tavistock Square, W.C.1 
All communications are forwarded to 
advertisers under plain cover 


It is not possible for this office to accept 
messages for relay to advertisers. 


Locum wanted, male or female, Wye valley town, 
September 6 to 16. Car provided.—Box L.973, 
B.M.J. 

Locum Wanted. August 11 for two weeks. Car 
owner.—Dr. Harper, Willenhall 138 (Staffs.). 
Locum from end July, 7 weeks, Car 

full- or part-time.-Greenlaw, 95, 

Mountview 4327. 
desiring to act as Locum Tenens 
for short or long periods are invited to communi- 
cate with us Vacancies in all parts.—Percival 
Turner, Medical Agency, 25, Maiden Lane, W.C.2 

Required, Locum, British, male, August 1 to 
August 14. Compact practice Huddersfield district. 
To live in. Remuncration 16 guineas a week. All 
found. Car provided.- Box L.970, BMJ 


North Middlesex Hospital, Edmonton, N.18 


Locum Registrar for Theracie Surgical Unit 
non-resident, required from August 1, for at least 
a month. Higher qualification in surgery desirabic 
but not essential. All types of tuberculous and 
non-tuberculous thoracic surgery Applications, 
with full particulars and copies of testimonials, or 
names of referees, to Secretary of Hospital 

(5907) 


St. James's Hospital, Batham, London, §.W.12 


Locum Anaesthetist 
S.H.M.O. grade, full-time, required immediately. 
Applications, giving full particulars and two 
referees. to Group Secretary, at above address. 
(5893) 


Chelmsford, Essex, Broomfield Hospital 
Required, 


preferabdic, 
Hornsey Lane. 


experienced 
Locum Tenens S.H.M.O. 


for long period. Full residence or only when on 


Trainee, mate or female, Glasgow South Side for duty. Unit has 330 beds for the treatmem of 
October 1.—Box T.968, B MJ pulmonary tuberculosis in adults. Tuberculous and 
Trainee, male, required, London, $.W. suburb. non-tuberculous thoracic surgery, chest clinics and 
Furnished accommodation availabie. Car owner.— mass radiography Apply, Physician Superinten- 
BMJ dem (5545) 
raince wanted, either sex, ociated 
with hospital ward work and casualty. Rota system Crewe & District Memorial Hospital 
week-ends and nights. Live out, car necessary. 108 béds—Acute 
Salary £775 and £150 C.A.—Dr. Myers, 130, Weil 
Hall Road, Eltham, S.E.9. Resident Locum Registrar (Surgical) 
She Se above Hospital (approved for 
Period August 18 to October 31. Salary 
LOCUMS (Vacant) in accordance with Whitley Council Scale. Ap- 
EERE! plications to be sent to the Group Secretary, Group 
Wanted, _experienced Locum with car, : Headquarters, Barony Hospital, Nantwich, as soon 
ship practice, one partner remaining, receptionist, as possible (582 
August 18 to September 19.—Drs. Heard and 7 
Murphy, Milton, Stafls Edgware General Edgware, Middlesex 
w Lecum for forteight during part 
single-handed practice.—-Box L.971, Locum Senior Registrar ia Pathology 


of August, 


Wanted, Locum, Private Practice, from Septem- 
ber 4.—-Box L 985. BMJ 


required from early August, 1956, for 2 months in 
the first instance. Apply immediately to Medical 
Director, telephone Edgware 2381. (5914) 


- B.M.A. House, Tavistock Square, London, W.C.1 


Jury 21, 


1956 


Mayday Hospital (611 beds) 
Surgical Registrar 


Locum Tenens Surgical Registrar required a 
Mayday Hospital from August 14 to November 17 
1956. Appiications to Group Secretary, Croyd 
Group Hospital Management Committee, Genera 
Hospital, Londen Road. Croydon (5665 


Nerthern Regional Hospital Board (Scotland) 


Whole-time Locum tenens Anaesthetist ~ 
(Senior Hospital Medical Officer or Senior Registrar 
grade according to experience) required for thre: 
months from August |, 1956. Main duties are at 
the Royal Northern Infirmary and Raigmdre 
Hospital, Inverness. Applications, on forms obtain 
able from the undersigned, should be submitied a» 
soon as possible.—A. M. Fraser, M.D., Secretary 
ang Administrative Medical Officer, Office of the 
Northern Regional Hospital Board, Raigmore 
Inverness (5587) 


Redhill County Hospital, 
Earlswood Comma, Surrey 
Locum A stheti 
Required for two weeks from September 3} 
Single accommodation provided. salary £17 Is 
per week. Apply Group Secretary, Redhill H.M.C 
Eariswood Mount, Redhill, (Redhill 3581 Ext. 20) 
(5650) 


Best 


Richmond, Surrey, Royal Hospital 
Acute General Hospital, 121 beds 


Locum Resident Surgical Registrar 
required over period September 3 to 26, 1956, in- 
clusive. Apply to Administrative Officer. (5720) 


St. Albans City Hospital. 
St. Albans, Herts (384 beds) 


Lecum Tenens “Anaesthetic Registrar 
residemt, required for the period August 13 to 26 
inclusive. Appiications to Secretary, Mid-Herts 
Group Hospital Management Committee, Bicak 
House, Catherine Street, St. Albans. ($281) 


Sheffield Regional Hospital Board 


required August 1 for Boston General Hospital 
Remuncration £17 10s. per week. Apply to 
Secretary, Sheffield Regional Hospital Board, Old 
Fulwood Road, Sheffield, 10. naming two — 
722) 


Sheffield Regional Hospital Board 


Locum for Consuitant Radiologist 
required August 18 to September 15 for Scunthorpe 
and North Lincolnshire. Salary according to status 
Apply to Secretary, ‘Sheffield Regional Hospital 
Board, Old Fulwood Road, Shefficid, naming two 
referees. ($723) 


Sheffield Regional Hospital Board 


Locum for Whole-time Consultant Anaesthetist 
required for period September 8 to 29 for Gran- 
tham and Newark Hospitals. Remuneration £50 
or 31} ans. per week, according to status. Apply 
to Secretary, Shefficld Regional Hospital Board, 
Old Fulwood Road, Shefficld, naming two referees 

(S669) 


Southend-on-Sea, General Hospital, Prittiewell 
Chase 


R (full-time) 
required from August 1S until such time as a per- 
manent appointment is made. Applications, ctc., 
should be sent to the undersigned by July 26, 1956 

J. C. Field, Secretary (5936) 


Seuth-Western Regional Hospital Board 


West Cornwall Clinical Area 


Applications are invited for the appointment of 
Locum tenentes S.H.M.O0.s in A 
to undertake the following whole-time dutics at 
Truro : 
: 1 a approximately 4 to 5 months from August 
7, 1956. 
2. From August 16 to September 13, 1956. 
Applications, stating age, qualifications and cx- 
perience, together with the names and addresses of 


two referees, should be sent to the Secretary of 
the Regional Hospital Board, 27, Tyndalls Park 
Road, Bristol, 8, immediately (s8il) 


Stroud General Hospital, Glos 


Locum Senior House Officer 
required, mainly for Surgery. Post now vacant and 
offers favourable experience for those wishing to 
enter General Practice. Applications, naming two 
referees, to Hospital Secretary ($817) 


Tilbury and Scuth-East Essex Hospital Managemes' 
Committee 


St. Andrew's Hospital, Billericay 


Locums Required 
Anaesthetic Registrar, August 8 to 21, 1956 
Obstetric Registrar, August 6 to 26, 1956. Applica- 
tions to the Group Secretary, Thurrock Hospital, 
Grays, Essex (S671) 


| 


Jury 21, 1956 


Locums (Vacant)—contd. 
Worthing Group Hospital Management Committee 
Worthing Hospital, Ly adnurst Road, Worthing 


Applications are invited from registered medical 
practitioners for a 
m Tenens Surgical Officer 
‘Senior House Officer Grade) 
for a period of three months (August to October 
inclusive). Applications, stating age, qualifications, 
nationality and experience, together with copies of 
two recent testimonials, to be forwarded to the 
Hospital Secretary immediately. —A. V. Oakton, 
Group Secretary. (5672) 


LOCUMS (Available) 


Experienced Doctor, English, requires Locum 
engagements, South England, cxcelicnt testimonials, 
own car Apply, Box L.987, BMJ 

Experienced Si. Thomas's man available non- 
industria} resident Locums Southern’ England, 
Oxfordshire preferred. Car.—Box L.988, B.MJ. 


SITUATIONS (Vacant) 


The Nationa} Marriage Guidance Council invites 
applications for the appointment of a part-time 
Regional Tutor in the Leeds areca to assist in the 
supervision and further training of voluntary part- 
time marriage counscllors. Professional qualifica- 
tions in psychology, psychiatry or social science are 
required and experience in the training and super- 
vision of social workers would be an advantage 
The appointment will involve the cquivaicnt of one 
working day per week and the salary offered is 
£150 per annum plus travelling expenses Further 
particulars and application form from Training 


Officer, 78, Duke Street, London, W.1. (5946) 
APPOINTMENTS 
ANAESTHETICS 


ROYAL NATIONAL THROAT, NOSE AND 
EAR HOSPITAL 
Gray's lua Road, W.C.1, and Golden Square, W.1 
(Designated as a teaching bospital) 


ANAESTHETIST 

The Board of Governors invites applications for 
a post of Anaecsthetist (Consultant status) for 
attendance on one session weekly, viz. Fridays 
2 pm Applicants should have had considerable 
experience in anaesthesia, particularly in th's 
specialty Applications (ten copies) should give 
details of age, qualifications, experience, and posts 
held, together with the names of two referees. and 
should be sent to the House Governor by September 
7. Canvassing disquatifies (S891) 


THE HOSPITALS FOR DISEASES OF THE 
CHEST 


CONSULTANT ANAESTHETIST 

Applications are invited for the post of 
Anaesthetist (consultant), Diploma of Anacsthetists 
essential The dutics in the first instance will be 
confined to one notional half<day on Saturday 
mornings in the Throat and Ear Department 
Further information may be obtained on request 
Applications (12 copies), stating date of birth, 
qualifications and experience, with names of three 
referees, to reach the undersigned not later than 
September 1, 1956.—-Kenneth A. F. Miles, Secretary 
to the Board, Brompton Hospital, S.W.3. (5768) 


THE UNITED NEWCASTLE-UPON-TYNE 
HOSP! 


PITALS 
Royal Victoria Infirmary 


ANAESTHETIST (Consultant) 

Applications are invited for the appointment of 
a whole-time or maximum part-time Anacsthetist 
(Consultant) to the Department of Anacsthetics at 
the Royal Victoria Infirmary, which is associated 
with the Medical Schoo] of the University of 
Durham. The successful candidate wii! be required 
to live within ten miles of the Hospital. Applica- 
tions, giving full details, togcther with the names 
and addresses of three referees, should be sent to 
the undersigned within two weeks of the appear 
ance of this advertisement.—A. W. Sanderson, 
House Governor & Secretary, Royal Victoria In- 
firmary, Newcastic-upon-Tyne (S820) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL & BOARD 


REGISTRAR Anaesthetics 
Royal London Homoepathic Hospital, Great 
Ormond Street, W.C.1. Experience in anaesthetics 
essential Salary and conditions of service in 
accordance with Ministry of Health scales. Appli- 
cations, giving full particulars of age, qualifications 
and experience, together with the names and ad- 
dresses of two referees, should be sent to the 
Secretary, Royal London Homoepathic Hospital. by 
August Il, 1956. (S887) 


BRITISH MEDICAL JOURNAL 


IMPORTANT NOTICE 
APPOINTMENTS 
Medical practitioners are requested 


not to apply 


for any appointment specified in this 
notice or for any appointment under an 
authority referred to in this notice with- 
out first communicating with the Secre- 
tary of the British Medical Association, 
B.M.A. House, Tavistock Square, 
London, W.C.1, or in the case of the Irish 
appointment, with the Medical Secretary 
of the Irish Medical Association, 10, 
Fitzwilliam Place, Dublin, or in the case 
of the South African appointment, with 
the Medical Secretary of the Medical 
Association of South Africa, 35, Wale 
Street, Capetown, to learn the views ol 
the Association regarding the terms and 
conditions of service pertaining to the 
appomiment : 


COUNTY BOROUGH OF MIDDLESBROUGH 


REPUBLIC OF IRELAND. 
PORTIUNCULA HOSPITA 
BALLINASLOE, CO. GALWAY 
Visiting Staff. 


GOVERNMENT OF CYPRUS 
MINES BENEFIT SOCIETY, 
JOHANNESBURG. 
Appointment of Urologist 
By Order of the Council, 
A. MACRAE, 


July 17, Secretary. 


SOUTH-EAST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Dartford and Woolwich Groups of Hospitals 


Applications are invited for two appointments as 
REGISTRAR IN ANAESTHETICS 
involving specia) duties with Positive Pressure 
Respirators in the Poliomyelitis Units at the Brook 
Hospital, Shooters Hill Road, S.E.18, and Joyce 
Green Hospital, Dartford. Rotating dutics will be 
arranged between the two units during the normal 
two-year tenure. Experience in general anacsthetic 
duties and with the Neuro- and Thoracic Surgical 
Units at the Brook Hospital will be available also 
The appointments will be in accordance with the 
Terms and Conditions of Service of Hospital Medi- 
cal and Dental Staff (England and Wales). Appli- 
cations, giving particulars of age. qualifications and 
experience, with relevant dates, together with the 
names and addresses of two referees, to be sent 
to the Secretary, Registrars Committee, South-East 
Metropolitan Regional Hospital Board, 11, Portland 
Place, London, W.1, not later than August 4, 1956. 

(5675) 


EAST ANGLIAN REGIONAL HOSPITAL 
BOARD 


ANAESTHETIC REGISTRAR 
West Suffolk General Hospital, Bury St. Edmunds 
(285 beds). Post recognized for D.A. and F.F.A 
Furnished flat available Appointment for one 
year, renewable for second year Applications, 
stating age, experience and the names of three 
referees, to Board's Senior Administrative Medical 
Officer, 117, Chesterton Road, Cambridge, by 
August 6, 1956. Candidates invited to visit hos- 
pitals by direct arrangement with H.M.C. Secretary 
at the Hospital. (5673) 


EASTERN REGIONAL HOSPITAL BOARD 
(Scotland) 


Anaesthetics 
Dundee Teaching Hospitals 
Applications are invited for a post as 
SUNIOR REGISTRAR in Anaesthetics 
at the Dundce Teaching Hospitals, Dundee Royal 
Infirmary (10 beds) and Marylield Hospital G60 
beds), the main general teaching hospitals associated 
with the University of St. Andrews. Salary and 
conditions of service in accordance with Nationa! 
Agreement. Forms of application and further par- 
ticulars: _from the Secretary to the Board, “ Brac- 
knowe,”” 430, Blackness Road, Dundee, with whom 
applications must be lodged not later than August 
11. 1956. «s77)) 
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HILLINGDON HOSPITAL. Uxbridge 
(621 beds) 


REGISTRAR 
required in Department of Anaesthetics Post 
recognized for F.F.A.R.C.S Resident or non 
resident Hospita| may be visited by direct ap- 
pointment. Application forms cbtainable from, and 
returnable to. Group Secretary, Uxbridge Group 
H.M.C The Furze, Pield Heath Road. Hilling 
don. Middlesex, by July 31 (5346) 


LIVERPOOL REGIONAL HOSPITAL BOARD 
Walton Hospital 


Applications are invited for the post of 
RESIDENT ANAESTHETIC REGISTRAR 
with duties at the above hospital, which is recog 
nized for the F.F.A. and D.A. Forms of applica 
tion from, and to be returned w, Dr. T. Lioyd 
Hughes, Senior Administrative Medical Officer 
Liverpuot Regional Hospital Board, 19. James 
Street, Liverpool, 2, to be received not later than 
August 4, 1956.—Vincent Collinge, Secretary to the 
Board (5869) 
NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


ANAFSTHETIC REGISTRAR 
(resident or non-resident) 
required at Luton & Dunstable Hospital (250 
beds) and associated Units (134 beds). Post vacant 
September 1, 1956 The Hospital may be visited 
by direct appointment Application forms obtain- 
able from the Secretary. Luton & Hitchin Group 
HMC., St. Mary's Hospital, Luton, Beds, and 
returnable by July 31. 1956 (5348) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


Chesterfield Royal Hospital (324 beds) 
(Recognized for the D.A. and F.F.A. B.C.S.) 


WHOLE-TIME RESIDENT REGISTRAR 
(Anaesthetics) 

with additional duties when required at other hos 
pitals in the group Experience in al! types of 
anacsthesia, except for neuro-surgcry,. can be ob 
tained in this group of hospitals. Appointment tor 
one year in first instance Apply t Secretary 
Shefficid Regional Hospital Board, Old Fulwood 
Road, Sheffield, by July 30. 1956. giving age, 
nationality, qualifications, present and previous ap- 

pointments (with dates), naming three referees 
(S674) 


SOUTH-WEST ITAN REGIONAL 
HOSPITAL BOARD 


P ith Group Hospital | Management Committee 

Applications are invited for the following post, 
vacant October 8, 1956 

ANAESTHETIC REGISTRAR 

in the Portsmouth Group, main duties at Queen 
Alexandra Hospital. Five Consultant Anaesthetists 
practise in the Group. Post recognized for F.F_A 
Forms of application may be obtained from the 
Group Secretary, Portsmouth Group Hospital 
Management Committee, 35, Grove Road South, 
Southsea, which should be returned to him duly 
completed on or before July 30, 1956. Canvassing 
will disqualify Candidates may visit the above 
Hospital by arrangement with the Secretary of the 
Group. (S724) 


WELSH REGIONAL HOSPITAL BOARD 


REGISTRAR, ANAESTHETICS 
Macior General Hospital (591 beds) and War 
Memorial Hospital (230 beds), Wrexham. Appoint- 
ment recognized for D.A. Subject to review end ot 
first year. Forms of application from S.A.M.O., 
Temple of Peace, Cathays Park, Cardiff. within 14 
days (5900) 


HACKNEY HOSPITAL, London, E.9 
(General, 841 beds) 


Applications are invited for appointment as 
SENIOR HOUSE OFFICER ANAESTHETIST 
The post, vacant on August 22. is recognized for 
the D.A. and the F.F.A.R.C.S. examinations, and 
offers wide experience of anacsthesia and oppor 
tunities of study for higher qualifications. App'y. 
Secretary, above address, by August 4, quoting 
HH /SHO/A (S761) 


LEWISHAM HOSPITAL, London, 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (Anaesthetics) 
The appointment is tenable for one year and is 
recognized for the D.A. and F.F.A.R.C.S. Salary 
£745 per annum, less £150 for residential emotlu- 
ments. Applications, stating age, qualifications and 
experience, with copy testimonials or names of 
referees, to Secretary, Group Offices, Lewisham 
Hospital, S.E.13. (5676) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 


top of page 25 
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Wanted, Locum, Private Practice, from Septem- 
Box L 98s 
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Anaesthetics—contd, 


NELSON HOSPITAL 
Kingston Road, Merton, 


RESIDENT ANAPSTHETIST 

(Senior House Officer Grade) 
Applications, stating agc. cxpericnce and quali- 
fieations, with copies of testimonials and the names 
of one referee. should be sent to the Group Secre- 
tary, St. Helier Hospital, Carshalton, Surrey. (5677) 


WANSTEAD HOSPITAI 
Hermon Hill, London, E.11 (191 


beds) 


Applications are invited for the post of 

RESIDENT ANAESTHETIST 
Ciraded Senior House Officer Salary £745 per 
annum, tess £150 per annum for board, lodging. etc 
Recognized for the F F.A. and D.A Applications, 
stating age, qualifications and experience, together 
with copies of two recent testimonials, should be 
sent immediately to the Secretary. H.M.C_ Forest 
Group, Lanethorne Road, (S651) 


WOOLWICH GROUP HOSPITAL MANAGE- 
MENT COMMITTEE 


the first instance. Apply immediately to Medical tions to the 


Director, telephone Edgware 2381. (5914) 


Group Secretary, iburrock 
Grays, Essex 


BRITISH MED!ICAL JOURNAL 


LEICESTER GENERAL HOSPITAL 


the post of 


Applications are invited for 
Anaesthetics 


SENIOR HOUSE OFFICER, 
vacant now Recognized for D.A. and F.F.A 
Applications stating age, qualifications and 
experience, with copics of recent testimon als, to 
the Group Secretary, No. 1 Hospital Management 
Committee, The Leicester Royal Infirmary, im 
mediately (9313) 

MAIDENHEAD, CANADIAN RED CROSS 

MEMORIAL HOSPITAL, Taplow 


SENIOR HOUSE OFFICER (Anaesthetics) 
required Post which is tenabic for one year will 
be resident Applications, with names of two 
referees. to Secretary sms) 


NOTTINGHAM GENERAL HOSPITAL 


SENIOR HOUSE OFFICER (Anaesthetics) 
required as soon as possible. The post is recognized 
for the D.A., and the F.F.A.R.C.S. This is a busy 
general Hospital giving experience in ali branches 
of surgery Applications, stating age, nationality, 
qualifications and experience, together with copies 
of testimonials. to be sent to the Group Secretary 
(5642) 


SENIOR HOUSE OFFICERS (A tics) 

One at St. Nicholas Hospital, Plumstead, vacant 
now, and one at Memorial Hospital, Woolwich, 
vacant August 18 Both posts recognized for 
FF ARCS... and are for six months in the first 
instance and may be renewed. Possession of D.A 
an advantage. Apply to Group Secretary, Memorial 
Hospital, Shooters Hill, Woolwich, S.E.18. (5879) 


BELFAST HOSPITAL MANAGEMENT 

COMMITTEE 

Riddet House, Royal Victoria Hospital, Belfast 
SENIOR HOUSE OFFICERS ia 


Anaesthetics 
required for the period October 1, 1956 


to July 31, 


1987 Salary £745 per annum Application to be 
made on a form obMainable from the Secretary 
Belfast Hospital Management Commitice, Ridde! 
House, Royal Victoria Hospital. Belfast (S915) 


BOLTON AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


RESIDENT ANAESTHETIST 
(Senior House Officer Grade) 


Main duties at Bolton Royal Infirmary and 
Bolton District General Hospital Tenable for 
twelve months and recognized for the D.A. and 
FFA RCS Applications, with the names of 
two referees, to Group Secretary, The Royal In- 
firmary, Bolton (S678) 


CHELMSFORD HOSPITALS 


RESIDENT ANAESTHETIST 

Applications are invited for the post of Resident 
Anacsthetist (Senior House Officer) to large sur- 
gical units, for a period of twelve months Ap- 
plications, stating age, qualifications and experience 
with recent testimonials, should be sent to the 
Secretary. Chelmsford Hospital Management Com- 
mittee, London Road, Chelmsford (8286) 


FARNBOROLUGH HOSPITAL, Kent 
(809 beds) 


SENIOR HOUSE OFFICER 

im Anaesthetics 

year from September 1. Recog- 
nized for D.A. and F.F.A.R.CS. Apply, stating 
age. qualifications (with dates), and expericnce, and 
maming three referees, to Administrative Officer by 
August 4 (5853) 


IPSWICH AND EAST SUFFOLK HOSPITAL 
Anglesea 


required for one 


Read Wing (356 beds) 


Applications are invited for the post of 
SENIOR HOUSE OFFICER 
(Resident Anaesthetist) 


The post. which becomes vacant on August 20, 
1956, and is normally of one year's duration. is 
recognized for the D.A. and the F.F.A.R.CS 
examinations Applications, stating age «and 
nationality, together with recent testimonials, to 
Hospital Secretary (9354) 
KENT AND SUSSEX HOSPITAL 
Tunbridge Wells (301 beds) 


SENIOR HOUSE OFFICER (Anaesthetics) 

(male or female), resident Vacant 
Recognized DA. and FPA RCS 
giving age. qualifications and experi- 
to Group Secre 


Tequired 

August 30 
Applications 
with names of two referees 


ence 

tary, Sherwood Park, Tunbridge Wells (5844) 

LEEDS (A) GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


Applications are invited from registered medica! 
Practitioners for three appointments of 


SENIOR HOUSE OFFICER (Anaesthetics) 


for dutics mainty at St. James's Hospital. Posts 
vacamt August |, September |. and October |. 1956 
The appointment is recognized for the D.A. and 


Applications to the undersigned as 


Folkard, Secretary to the 


the FFA 


PLYMOUTH, SOUTH DEVON AND EAST 
CORNWALL GENERAL HOSPITAL GROUP 


South Devon and East Cornwall Hospital, Plymouth 


SENIOR HOUSE OFFICER in Anaesthetics 
vacant October 1, 1956, recognized for the D.A 
and F.F.A.R.C.S. The appointment will be for a 
period of twelve months.—Arthur R. Cash, Group 


Secretary, 7, Nelson Gardens, Stoke, Plymouth 
(5125) 


ROYAL DEVON & EXETER HOSPITAL, Exeter 


Applications are invited from Registered Medical 
Practitioners for the appointment of 
SENIOR HOUSE OFFICER (Anaesthetics) 
Resident or non-resident. Vacant August 10, 1956 
The post is recognized for the F.F.A.R.C.S 
Examination Applications, with copies of two 
recent testimonials, to the Hospital Secretary 
(S916) 


SOUTH LIVERPOOL HOSPITAL 
MANAGEMENT COMMITTEE 
Sefton General Hospital, Liverpool, 15 (995 beds) 


Applications are invited for the appointment of a 
RESIDENT SENIOR HOUSE OFFICER 
(Anaesthetics) 


for the above-named Hospital. The post. which 
will become vacant on October 1, will be for a 
period of twelve months. The salary will be at 


the rate of £745 per annum, from which a deduc- 
tion of £130 per annum will be made for residential 
emoluments Application forms may be obtained 
from the undersigned. to whom they should be 
returned as soon as possible.—Garnet Chaphna 
Secretary to the Committee (S870) 


SOUTH MANCHESTER HLM.c. 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (Anaesthetics) 
with duties in the South Manchester Group This 
post is recognized by the Royal College of Sur- 
geons for the F.F.A. and for the DA Applica- 
tions, stating age. qualifications, present post, ex- 
perience, and names of two referees, to be for 

warded immediately to the Group Secretary 
(S885) 


TILBURY & SOUTH-EAST ESSEX HOSPITAL 
MANAGEMENT COMMITTEE 


Tilbury & Riverside ‘General Hospital 
Orsett Branch, Orsett, Essex 


Applications are invited from Registered Medical 
Practitioners for th: post of 
SENIOR HOUSE OFFICER, Anaesthetist 
at the above Hospital The post, which is 
recognized for D.A.,and F.F.A.R.C.S. purposes, is 
vacant immediately and is for six months in the 
first instance Applications, together with copies 
of not more than three recent testimonials, should 
be forwarded to the undersigned.—G. E. Whyte. 
Group Secretary, Thurrock Hospital, Grays, Essex 
(5306) 


TORQUAY DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Torbay Hospital, Torquay, 146 beds 
SENIOR RESIDENT HOUSE OFFICER 
(Anaesthetics) 


required as soon as possible. There is a compile- 
ment of 6 Resident House Officers and the Hospital 
is recognized for the D.A. and for the F.F._A.R.C.S 
Applications, stating qualifications, age, nationality, 
with copy testimonials, to the Group Secretary 
Torbay Hospital. Torquay, S. Devon (9812) 


WOLVERHAMPTON, THE ROYAL HOSPITAI 
As Associated Hospital of the University of 
Birmingham Medical School 


5.1.0. ANAESTHETIST 
Vacant now. (Appointment recognized for D.A 


Jury 21, 19% 


WARRINGTON INFIRMARY (172 beds; 
Applications are invited for the vacant 
RESIDENT ANAESTHETIST 
(Male or female) 

(Graded as Senior House Officer) 

The hospital is recognized for the D.A. examina- 
tion. Salary is £745 per annum, less a deduction 
ot £130 per annum for residential cmolumenw 
Applications, stating qualifications and cxperience, 


Post 


should be sent to H Boot, Group Secretary 
Warrington and District Hospital Management 
Committee, c/o General Hospital, Warrington 

(S631) 


Lanes 
BLOOD TRANSFUSION 
MANCHESTER REGIONAL HOSPITAL BOARD 


PART-TIME MEDICAL OFFICER 
for the Blood Transfusion Service for three 
notional half-days a week, at £175 per annum 
per halt day Applications, with names, etc., of 
two referees, to be forwarded to the Senior Ad 
ministrative Medical Officer, at Cheetwood Road 
Manchester, 8, by July 31, 1956 (5859) 


NORTH LONDON BLOOD TRANSFUSION 
CENTRE, Deansbrook Road, Edgware 


JUNIOR HOSPITAL MEDICAL OFFICER 
for fulltime duties with mobile teams at donor 
sessions. The appointment is for three years. Op- 
portunity for training in clinical pathology exists 
Application, giving age, qualifications, experience 
and two referees, to Director not later than August 
4, 1956 (S828) 


CARDIOLOGY 
EASTERN REGIONAL HOSPITAL BOARD 
(Scotiand) 


Cardiology 
Dundee Teaching Hospitals 


Applications are invited for the post of 
SENIOR REGISTRAR in 


in the Units under the charge of the Professor of 
Medicine in the University of St. Andrews at 
Dundee Royal Infirmary (S10 beds) and Mary- 


Dundee (350 beds), the main gencral 
associated with the University 
Higher qualifications and previous experience in 
Cardiology cssential Salary and conditions of 
service in accordance with National Agreement 
Further particulars and forms of application from 
the Secretary to the Board, 430, Blackness Road 
Dundee, with whom applications must be lodged 
not jater than August 11, 1956 ($772) 
NATIONAL HEART HOSPITAL 
Westmoreland Street, London, W.1 
(with which is associated the Insti of C ogy) 
Appiications are invited for the post of 
RESIDENT MEDICAL OFFICER (Male) 


ficld Hospital 
teaching hospitals 


The appointment is for a period of six months 
from October 1, 1956, but may be renewed for a 
further period of six months The status and 


salary are either that of a Senior House Officer or 
Registrar and are in accordance with the national 
terms and conditions of service. Applications, with 
copies of three recent testimonials, should be sent 
to me not later than Saturday, August 4, 1956 
Robert G. E. Whitney, Secretary to the Board 
(5845) 


CASUALTY 
EAST ANGLIAN REGIONAL HOSPITAL 
BOARD 


SURGICAL REGISTRAR (Casualty) 
Peterborough Memorial Hospital, 150 beds. Six 
months of tenure recognized for F.R.C.S. Appoint- 
ment for one year, renewable for second year. Ap- 
Plications, stating age, experience, and the names 
of three referees, to the Board's Senior Adminis- 
trative Medical Officer, 117, Chesterton Road, Cam- 
bridge, by July 30, 1956. Candidates invited to 
visit hospital by direct arrangement with Hospital 


Management Committee Secretary at the Hospital 
(S350) 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Croydon Group Hospital Management Committee 
Croydon General Hospital (200 beds) 


SENIOR CASUALTY OFFICER 
(Registrar Status) 

Post vacant. Busy Department. Post recognized 
for final F.R.C.S. examination Accommodation 
may be inspected on application to Hospital Sec- 
retary Application forms obtainable from Group 
Secretary, Hospital Management Committee. 
General Hospital, London Road, Croydon, to be 
returned within fourteen days (5680) 


COVENTRY & WARWICKSHIRE HOSPITAL 
(354 beds) 


CASUALTY and ACCIDENT OFFICER 
J.HM.O. status. Recognized FRCS Resident 
Secreta. Group HMC., 


soon as posible —J 
~ Applications to 
Committee, Administrative Offices, St. James's Hos- and FFARCS) Apply Secretar it 
| of tess y Sec y. with Coventry & Warwickshire Hospital, 


JULY 21, 1956 


Casuaity—contd, 
HUDDERSFIELD ROYAL INFIRMARY 
(285 beds) 


Applications are invited for the post of 
CASUALTY OFFICER 
The post. which is resident, is graded Junior 
Hospital Medical Officer and is recognized under 
the Fellowship regulations Duties terminate at 
7 p.m. daily with one night weekly on call Ap 
plications for the appointment, which will be 
vacant on September 1, 1956, should be accom- 
panicd by copies of three recent testimonials and 
addressed to the undersigned.—H. J. Johnson, 
Group Secretary, The Royal Infirmary, Hudders- 
field (9805) 


SOUTHPORT GENERAL INFIRMARY 
JUNIOR HOSPITAL MEDICAL OFFICER 
(Resident) 


Whole-time casualty post vacant carly August 
Apply. stating age. nationality, qualifications, ex- 
perience, and copies of two recent testimonials, 
to Group Secretary, Southport & District H.M_C., 
Promenade Hospital, Southport (5503) 

YORK “A” AND TADCASTER HOSPITAL 

MANAGEMENT COMMITTEE 


York County Hospital (General Hospital of 269 
beds with full Consultant Staff) 


CASUALTY OFFICER 
(with charge of orthopaedic beds) required im- 
mediately. J.H.M.O Grade. Salary £775 by £50 
to £1,075 per annum, less £153 per annum if resi- 
Recognized for F.R.C.S Applications, giv- 
ing age, nationality. qualifications, experience. and 
names of two referees, immediately to Group 
Secretary, Bootham Park. York (5829) 
BETHNAL GREEN HOSPITAL 


Cambridge Heath Road, London, E.2 
(Acute, 307 beds) 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (Casualty) 
Applications, with copics of two testimonials, im- 
mediately to the Hospital Secretary (5935) 


CENTRAL MIDDLESEX HOSPITAL 
Park Royal, N.W.10 
RESIDENT SENIOR HOUSE OFFICER 

required for Casualty Department. Successful 
candidate will work under supervision of 
Orthopaedic Traumatic Specialist. Appointment for 
six months from September 12, 1956. Applications 
with names of two referees. or copies of two 
testimonials. to Medical Director by July 28, 1956 

(S519) 


CONNAUGHT HOSPITAL 
E.17 (118 beds) 
Applications are invited 4 for the post of 
SECOND CASUALTY OFFICER 
with dutics in the Department of Orthopaedic and 
Traumatic Surgery (Senior House Officer grade). 
Recognized for F.R.C.S Salary £745 per 
annum, less £150 per annum for board. lodging 
etc. Applications, with full details and copics of 
two recent testimonials, should be sent immediately 
to Secretary, H.M.C. Forest Group, Langthorne 
Road (5652) 
EVELINA CHILDREN’S HOSPITAL of GUY'S 
HOSPITAL 
Southwark Bridee Road, London, §.E.1 


Applications are invited f for the post of Non- 


resident 

SENIOR HOUSE OFFICER 
in the Casualty Department for five morning ses- 
sions weekly. The appointment is for six months 
from September 1, 1956. Applications, and copies 
of three recent testimonials, should reach the 


Hospital Secretary by August 3. 1956 (5788) 
MILLER wy - HOSPITAL (180 beds) 
Recognized for F.R.C.S. Examination 


SENTOR HOUSE OFFICER 
Casualty Denartment. Vacant carly August, 1956 
Six months’ appointment (renewable) Previous 
House Officer experience essential Salary £745 
per annum less deduction of £52 pet annum for 
meals. Applications to Secretary. G. & D./HMC.. 
St. Alfege’s Hospital. Greenwich, S.E.10. (5457) 


ST. MARY'S HOSPITAL, 


Applications are invited . from suitably qualified 

practitioners for the post of non-resident 
CASUALTY SURGEON 

Candidates must have held an appointment as 
House Surgcon at this Hospital or at another Hos 
pital approved by the Board of Governors : 

The appointment is for a first period of six 
months, with effect from September 1. 1956; re- 
muneration to be at “ Senior House Officer "’ rates. 

Acplications, stating nationality, date of birth, 
permanent address, qualifications, with dates, de- 
tails and National Health Service gradings of pre- 
vious and present appointMents. together with the 
names and addresses of three referees, should reach 
Alan Powditch, House Governor, not later than 
July 31, 1956. (5584) 


BRITISH MEDICAL JOURNAL 


BECKENHAM HOSPITAL, K 
CASUALTY OFFICER (Senior House Officer) 
required for one year in first instance, with duties 
in Orthopaedic and Fracture Departments. Recoe- 
nized for F.R.C.S. Apply, stating age, nationality 
qualifications and experience, and naming three 
referees, to Administrative Off cer. (5854) 


BIRKENHEAD HOSPITAL MANAGEMENT 
COMMITTEE 


Birkenhead General Hospital 


SENIOR HOUSE OFFICER for Casualty 
Tenable for twelve months. The department, 
which is staffed also by a full time J.H.M.O. and 
S.H.M.O.. is modern. This resident post offers 
excellent experience Salary £745, less £130 for 
residential emoluments. Apply. stating age, qualifica- 
tions, experience, with two names for reference, to 
Secretary above Committee, St. James’ Hospital, 
Birkenhead (8903) 


BURY AND ROSSENDALE HOSPITAL 
MANAGEMENT COMMITTEE 


oes * os invited for the post of 

OR HOUSE OFFICER 

which will become vacant on July 31, 1956. This 
post is recognized for the F.R.C.S Applications, 
Stating details of experience, qualifications and 
names of two referees, to H. Wilkinson, Group 

Secretary, Bury General Hospital, Bury, Lancs 

(S505) 


CHELMSFORD AND ESSEX HOSPITAL 


CASUALTY OFFICER (Senior House Officer) 

Applications are invited for the above resident 
post. It is recognized for the F.R.C.S. and offers 
excellent experience in the treatment of fractures 
and diagnosis of acute medical and surgical emer- 
gencies. Opportunity is given for Casualty Ofhcer 
to follow up his cases in the wards and to obtain 
operating experience in major theatre under the 
guidance of the Consultants or the Resident Surgi- 
cal Officer. Off duty time is gencrous and the post 
is one tikely to suit both an officer seeking a higher 
qualification in surgery or one intending Genera! 
Practice. The vacancy will occur on September 2 
Apply. Secretary, Chelmsford Hospital Manage- 
ment Committee, Chelmsford and Essex Hospital, 
Chelmsford (5681) 


NMASTINGS, ROYAL EAST SUSSEX HOSPITAL 
(150 beds) 


SENIOR HOUSE OFFICER 
(Casualty and Orthopaedic) 

Post vacant August 20, 1956. Apply to Hospital 
Administrator (5682) 
KINGSTON GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Kingston Hospital, 
Wolverton Avenue. Kingston-on-Thames 
Applications are invited from suitably qualified 
medical officers for the post of 
SFNIOR HOUSE OFFICER 
(Orthopaedic and Casualty) 
which is availabie carly September and recognized 
in Casualty for F.R.C.S. purposes Applications, 
stating age, qualifications and experience, with two 
testimonials, should reach the Physician Superin- 
tendent of the Hospital within seven days of this 
advertisement (5683) 


LEAMINGTON SPA, WARNEFORD GENERAL 
HOSPITAL (197 beds) 


CASUALTY OFFICER (S.H.0.) 
male or female, resident or non-resident. Post 
vacant August 22. 1956, and suitable for one read- 
ing for higher qualifications, being recognized for 
F.R.C.S.. affording contact with al! Specialist 
Urits in the Hospital. Applications. with names 
ani addresses of three referees, to Hospital Sec- 
retary (5684) 


MERTHYR & ABERDARE HOSPITAL 
MANAGEMENT COMMITTEE 
St. Tydfil’s Hospital, Merthyr Tydfil (376 beds) 
Applications are invited for the following posts : 
RESIDENT SENIOR HOUSE OFFICER (Casualty) 
Apply immediately. with full particulars and copies 
of two recent testimonials, to Group Secretary, St. 
Tydfil’s Hospital, Merthyr Tydfil. (9752) 
PLYMOUTH, SOLTH DEVON AND EAST 
CORNWALL GENERAL HOSPITAL GROUP 
South Devon and East Cornwall Hospital, Plymouth 
> Central Casualty Department 
SENIOR HOUSE OFFICER in Casualty 
vacant September 1, 1956, recognized for the 
F.R.CS.—Arthur R. Cash, Group Secretary, 7, 
Nelson Gardens Stoke. Plymouth (5126) 


ROYAL BUCKINGHAMSHIRE HOSPITAL 
Aylesbury 


LOCUM CASUALTY OFFICER 
required (S.H.O. Grade) from September 1 to 22. 
Apply with copies of two recent testimonials to 


Superintendent as soon as possibic. 
— ($721) 


ROYAL SOUTH 
(Recognized for F. ns.) 


CASUAL Ty OFFICER 
(Senior House Grading) 
required carly in August Applications, with 
copics of testimonials, to be submitted as soon as 
possible to the Secretary, Southampten Group 
Hospital Management Commitice, Bullar Street, 
Southampton (S195) 


STOCKPORT AND BUXTON HOSPITAL 
MANAGEMENT COMMITTEE 


Stockport Iafirmary 


Appplications are invited for the post of 
SENIOR HOUSE OFFICER 
(Non-resident Casualty Officer) 

Vacant September 7, 1956. Hours of duty: 8 30 
a.m. to 4.30 p.m. Monday to Friday 8.30 am 
to 12 noon Saturday. The post is recognized under 
F.R.C.S. regulations and would suit a candidate 
wishing to study for higher qualifications Appli- 
cations, stating age, Qualifications and experience. 
together with copies of two testimonials, to be 
addressed to the Secretary, Stockport and Buxton 
H.M.C., 59B, Shaw Heath, Stockport, Cheshire 
(S798) 


SUTTON AND CHEAM HOSPITAL 
Cotswo'd Road, Sutton, Surrey 


RESIDENT SENIOR HOUSE OFFICER 
(Casualty Officer) 

Vacant September 7 Post recognized for 
F.R.C.S. Applications, stating age, experience and 
qualifications, with copies of recent testimonials, 
and the names of two referees, to the Group Sec- 
retary, St. Helier Hospital, Carshalton, Surrey 

(5685) 


UNITED BRISTOL HOSPITALS 
Royal Infirmary Branch 


Applications are invited for the resident post of 
SENIOR CASUALTY HOUSE SURGEON 
(Senior House Officer grade) 
tenable from October 1, 1956, for six months in 
the first instance Applications, giving age, quali- 
fications and experience, and names and addresses 
of two referees, should be sent by Wednesday, 
August 1, 1956, to: Secretary to the Board, Royal 
Infirmary Branch, Bristol, 2 ($917) 


QUEEN MARY'S HOSPITAL THE EAST 
END, Stratford, London, £.15 


JUNIOR CASUALTY OFFICER 
(House Officer 3rd post) 
required for six months commencing August 16, 
1956 Applications with copies of recent testi- 
monials to Group Secretary, West Ham Group 
Hospital Management Committee, Stratford, E.15, 
by July 28, 1956 (5493) 


ST. GILES HOSPITAL, Camberwell, S.E.5 


Applications invited for appointment as 
HOUSE OFFIC 
(Casualty duties, with some on Surgical, 
E.N.T. and Eye beds) 
Resident, not pre-reg.stration Salary £525 a year. 
Apply to Group Secretary, Camberwell H.MC., 
Dulwich Hospital, East Dulwich Grove, S.E.22, 
as soon as possibile (5686) 


ST. NICHOLAS HOSPITAL, Plumstead, 5S.E.18 


HOUSE OFFICER 
(Casualty, Fracture and Orthopaedic ) 
Vacant August §. Recognized for F.R.C.S. Six 
months’ resident appointment (not pre-registration). 
There is also a Senior House Officer in Casualty 
Dept. Apply to Secretary, Hos- 
pital, Woolwich, S.E.18 (5880) 


BIRMINGHAM ACCIDENT HOSPITAL 
(215 beds and 8 House Surgeons) 
Sath Row, Birmingham, 15 


HOUSE SURGEON (resident) 

Vacant August 27. Recognized for purpose of 
Casualty by R.C.S. (Eng.). Teaching programme by 
Consultant Staff. Appointment for 6 months, some 
of which may be spent, at applicant's request, in 
42 bedded Medical Research Council's Burns Unit. 
Apply within 7 days of advertisement to Adminis- 
trator, naming two referees. ($725) 


READING, BATTLE HOSPITAL (391 beds) 


Applications are invited from registered medical 
practitioners for post of 

RESIDENT JUNIOR HOUSE SURGEON 
in the Area Accident and Orthopaedic Department. 
vacant August 1, 1956. F.R.CS. recognized. 
Also casualty duties. Salary £425 to £525 per 
annum fess £125 board residence. Apply. stating 
age, qualifications with dates. nationality, present 
post, with one copy of recent testimonial. to 
Hospital Secretary (9457) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 


top of page 25 
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‘asualty—contd tions, nationality and experience, together with WESTMINSTER HOSPITAL 
Casualty—contd. of referees, to the Group Sccretary, St. Joha’s Gardens, S.W.1 
, A Hospital Management Committce 
ROVAL SUSSEX COUNTY HOSPITAL (312 beds) € _ , Norfolk, who will be pleased Applications invited for post of 
SENIOR HOUSE OFFICER 


CASUALTY HOUSE SURGEON (one of three) 


Duties include work in Orthopacdic and Trau 
matic Unit. Vacant July 31 Recognized for pre 
registration and FRCS Applications, stating 
usual particulars, and naming two referees, to the 
Administrativ« Officer, Royal Sussex County 
Hospital, Brighton (Pr. 5408) 


CHEST AND TUBERCULOSIS 
(see abo THORACIC SURGERY) 


LONDON CHEST HOSPITAL 
Hospital for Diveases of the Chest 
Applications are invited for the appointment of 


PART-TIME MEDICAL REGISTRAR 
(Grading: Seaior 
The duties require the equivaicnt of $5 notional 
half days a week, including one Refill Clinic. The 
appointment is for one year and is renewable. The 
present holders of Registrar posts at the Hospital 


are cligibie to apply Applications, stating date of 
birth, qualifications (with dates) and previous ap- 
pointments heid and accompanied by copies of } 
testimonials should reach the undersigned by 
August 18 Thomas Brown, Howse Governor, 
London Chest Hospital, E.2 (5894) 


LEEDS REGIONAL HOSPITAL BOARD 


REGISTRAR IN CHEST DISEASES 
at Scotton Banks Sanatorium, Knaresborough. 200 
staffled beds Visiting Staff includes Teaching 
Hospital Consultants Resident Applications, 
Stating age. qualifications and details of present 
and previous appointments (with dates), togcther 
with the names and addresses of three referces. 
to the Secretary. The Joint Registrars Commitice, 
Park Parade, Harrogate, by July 27. 1956. (5308) 


MANCHESTER REGIONAL HOSPITAL BOARD 


SENIOR REGISTRAR in Chest Diseases 
with main duties at the Manchester Chest Clinic 
and also in the Thoracic Surgery Units at Park and 
Baguicy Hospitals, et Application forms, obtain- 
able trom the Senior Administrative Medical Officer 
of the Board. Cheetwood Road, Manchester, 8, 
should be returned by August 6, 1956 (5860) 


SHEFFIELD REGIONAL HOSPITAL BOARD 
Derwent Hospital, Derby (187 beds) 


WHOLE-TIME REGISTRAR 
(Chest and Infectious Diseases) 
required. Private quarters available A Consultant 
Thoracic Surgeon attends this hospital cach week 
Appointment for ose year in first instance. Apply 
to Secretary. Shefficld Regional Hospital Board 
Old Fulwood Road. Shefficid. by July 30, 1956 
giving age. nationality, qualifications, present and 
previous appointments (with dates), naming three 
referees (5687) 


WELSH REGIONAL HOSPITAL BOARD 
Thoracic Medicine 


REGISTRAR in 


to serve Clwyd & Deeside H.M.C. Based at Aber- 
acie Chest Hospital. North Wales (248 beds) 
Children (pulmonary and non-pulmonary). adults 
(pulmonary) Hospital bas major thoracic unit 
Resident House available. Subicct to review end 
of first year Application forms from S.A.M.O 
Temple of Peace. Cathays Park. Cardiff. within 
14 days (5901) 


MANCHESTER REGIONAL HOSPITAL BOARD 


Manchester 
Board invite enpiications for the post of 
(a) REGISTRAR and 
(6) SENIOR HOUSE OFFICER 


The 


This Hospital « a tarae Thoracic Unit fully 
equipped for the medical and surgical teatment 
of Tuberculosis and other chest discases. Attached 
to the hospital is a Chest Clinic. The posts offer 
opportunities for wide experience in medical and 
surgical treatment of patients suffering from 
Tuberculosis and other diseases of the chest, to- 
gether with chest clinic work Ample scope for 
clinical research Applications stating age 


experience and the names 
af two referees. to be forwarded to the Group 
Secretary, Withington Hospital, Manchester, 20, 
within 7 days of appearance of this advertisement 
(5426) 


KELLING HOSPITAL AND DEPARTMENT OF 
THORACIC SURGERY 
Hott, Norfotk 


qualifications, nationality, 


Applications are invited for the following posts 
1. LOCUM FUNTOR HOSPITAL MEDICAL 
OFFICER (minimem of 4 months) 

2. SENIOR HOUSE OFFICER 
This hospital (180 beds) deals with tuberculous and 


non-tuberculous chest conditions and offers excel- 
lent experience in Chest Medicine and Thoracic 
Surgery Applications, stating age. scx. qualifica- 


to supply any other information concerning the ap 
7 
pointment (5726) 


BROMPTON HOSPITAL, S.W.3 


Applications invited for the post 
ASSISTANT RESIDENT MEDICAL ‘OFFICER 
(Senior House Officer grade) 
Appointment is for six months from October 1. 
1956 Experience in artificial pneumothorax 
casential and in car, nose and throat work desirabic 
Duties (now under revision) at present include work 
in Tuberculosis Dispensary and wards Applica- 
tions, stating age. qualifications ‘with dates), 
nationality and appointments held, together with 
copies of testimonials, by August 4, to Kenneth 
A. F. Miles, House Governor (5769) 


BROMPTON HOSPITAL, S.W.3 


Applications invited for the post of 
NON-RESIDENT HOUSE PHYSICIAN 
for which there are three vacancies, for six months 
from October 1, 1956 Duties include work in 
ow>paticnt department and wards, also one month's 


d@way at Frimicy as occasion demands. Salary at 
the rate of £525 per annum. Applications, stating 
age. qualifications (with dates), nationality and 
appointments held. together with copies of testi- 
monials, by August 4, to Kenneth A. F. Miles. 

($770) 


House Governor 


BOARD OF MANAGEMENT FOR THE 
ABERDEEN GENERAL HOSPITALS 


Applications are invited for the appointment of a 
HOUSE PHYSICIAN 

in the Tubercle Wards of Woodend General 
Hospital, Aberdeen for a period of 6 months from 
August 1. 1956, to January 31, 1957. The post is 
a resident one. The appointment is approved as a 
pre-registration post and tenure for the prescribed 
period will count towards full registration on the 
Medical Register for provisionally registered 
practitioners Applications, with full details, and 
giving the names of two referees, should be lodged 
immediately with the Secretary, Aberdeen General 


Hospitals, P.O. Box No. 92, 62, Queen's Road, 
Aberdeen (Pr.5934) 
DENTAL 


NORTH AND MID-STAFFORDSHIRE AREAS 


PART-TIME SENIOR HOSPITAL DENTAL 
OFFICER (9 a.h.d.) 
Surgeon. 


year from October 
with names ot 

August 4 
(S780) 


HULL (A) GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


Department for one 
Applications (5 copies). 
to House Governor by 


to E.N.T 
10, 1956 
two referecs, 


aa are invited for the post of 
ENIOR HOUSE OFFICER 
in the E.N - Departments of the Victoria Hospital 
for Sick Children and the Hui! Royal Infirmary 
The post which will become vacant on August 23, 
1956, is recognized for the F.R.C.S. and D.L.O 
Applications, with testimonials, should be sent to 
the Secretary, Victoria Hospital for Sick Children 
Park Strect, Hull (5830) 
NORTH STAFFORDSHIRE ROYAL 
INFIRMARY 


SENIOR HOUSE OFFICER (E.N.T.) 


required Vacant now. Recognized F.R.C.S. and 
D.L.O Detailed application, with copy testi- 
moniais, to Group Secretary, H.M.C., Princes 

($355) 


Road. Stoke-on-Trent 


NOTTINGHAM GENERAL HOSPITAL 
Ear. Nose & Throat Departmen 


SENIOR HOUSE OFFICER 
(Ear, Nose & Throat) 
required at above Hospital. This post is recognized 
for the D.L.O. and F.R.C.S. Examinations. Salary 
and conditions of service in accordance with 
Ministry Regulations Duties to commence about 
September | Applications, stating age, qualifica- 
tions and experience, together with copies of 
testimonials, to be sent to Group Secretary = 
(5254) 


READING & nar ae HOSPITAL MANAGE. 
ENT TEE 


SENIOR HOL SE OFFICER 
for E.N.T. Department, Royal Berkshire Hospital. 
Reading. 40 beds Post recognized for D.L.O 
Applications, stating age, nationality, experience 
and qualifications, together with names of two 
referees, should be sent to the Group Secretary, 3. 
Craven Road. Reading (9477) 


SOUTH MANCHESTER H.M.C. 
Wythenshawe Hospital, Manchester, 23 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (E.N.T.) 


Duties to assist Consultant Dental 
Stoke-on-Trent, Stafford and North /Mid-Staffs | for the above-named hospital. The post is recor- 
Menta! Hospital _ Groups Main hospital City nized by the Royal College of Surgeons of Ene- 
General, Stoke-on-Trent (845 beds). Residence in land Applications, stating age, qualifications 
Stoke-on-Trent required Fifteen copies applica- present post, experience, and names of two referees 
tion, maming three referees. to Secretary, R.H.B.. should reach the Group Secretary, Withington Hos 
10, Augustus Road, Birmingham, 15, before August pital, Manchester, 20, within 7 days of the appcar- 
13, 1956. Candidates may visit hospitals. (5688) ance of this advertisement (5787) 
DUBLIN. ROYAL VICTORIA EYE & EAR 
HOSPITAL, Adelaide Road 

DERMATOLOGY —-- 


BOARD OF MANAGEMENT FOR THE 
ABERDEEN GENERAL HOSPITALS 


Applications are invited for the appointment of a 
HOUSE PHYSICIAN 
in the Skin and Dental Ward 

of the Aberdeen Royai Infirmary for a period of 
6 months from August 1, 1956. to January, 1957 
The post is a resident onc. The appointment is 
approved as a pre-registration post and tenure for 
the prescribed period will count towards full regis- 
tration on the Medical Register for provisionally 
registered practitioners Applications, with full 
details, and giving the names of two referees, should 
be lodged immediately with the Secretary, Aberdeen 
General Hospitals, P.O. Box No. 92, 62, Queen's 
Road, Aberdeen (Pr.$933) 


EAR, NOSE, AND THROAT, ETC. 
OXFORD REGIONAL HOSPITAL BOARD 


REGISTRAR IN E.N.T. SURGERY 
to the Hospitals of Reading Hospital Management 


Committee from September 19 Single accom- 
modation available The appointment will be for 
one year and eligible for extension to a second 
year Applications, on forms obtainable from the 
Secretary. Registrar Committee, 43, Banbury 
Road, Oxford, should reach him by August 14, 
(5309) 


NEWPORT. MON., ROYAL GWENT HOSPITAL 
(260 beds) D.L.O.) 


JUNTOR HOSPITAL MEDICAL OFFICER or 
SENIOR HOUSE OFFICER (E.N.T. and Eyes) 
required Resident. Post covers 23 E.N.T. and 
8 Eve beds. National salary scalc, less £125 board 
residence Write, quoting two referees. to Group 
Secretary, 64. Cardiff Road, Newport, Mon. (5310) 


A vacancy for 
HOUSE SURGEON (Ear. Nose & Throat Dept.) 


for a period of twelve months will occur on 
September 1. 1956. Salary £250, plus cost of living 
bonus £25 Applications, enclosing testimonials. 


to be sent to the Registrar at above Hospital im- 
mediately (5590) 
BOARD OF MANAGEMENT FOR THE 
ABERDEEN GENERAL HOSPITALS 


Applications are invited for the appointment of a 
HOUSE SURGEON 

in the Ear. Nose and Throat Department of the 
Aberdeen Royal Infirmary tor a period of 6 months 
from August 1, 1956, to January 31, 1957. The post 
is a resident one. The appointment is approved 
as a pre-registration post and tenure for the pre- 
scribed period will count towards full registration 
on the Medical Register for provisionally registered 
Practitioners Applications, with full details, and 
giving the names of two referees, should be lodged 
Aberdeen General 


immediately with the Secretary, 
Hospitals, P.O. Box No. 92, 62, Queen's Road. 
Aberdeen (Pr.5931> 


HIGH WYCOMBE & DISTRICT WAR 
MEMORIAL HOSPITAL 
(163 beds, 5 residents) 


PRE-REGISTRATION HOUSE SURGEON 
required for E.N.T. and General Surecry Ap- 
plications, with names of two referees, to Group 
Secretary, St. Mary's Cottage, High Wycombe. 
Bucks (Pr.5295) 


WOLVERHAMPTON, THE ROYAL HOSPITAL 
An Associated Hospital of the University of 


H.0. E.N.T. Dept. 
Vacant August 1. Also listed as pre-registration 


post. Apply Secretary. with copies of testimonials 
(Pr.5809) 


Jury 21, 1956 


GERIATRICS 
BIRMINGHAM, SELLY OAK HOSPITAL 
(556 chronic sick beds) 


WHOLE-TIME CONSULTANT 
GERONTOLOGIST 
Experience specialty essential. 15 copies applica- 
tron, naming three referees, to Secretary, Birming- 
ham R.H.B.. 10. Augustus Road. Birmingham, 15 
hefore August 6, 1956 Candidates may visit 
hospiia (5739) 


MANCHESTER REGIONAL HOSPITAL BOARD 


Whole-time, non-resident post of 
ASSISTANT PHYSICIAN in Geriatrics (S.H.M.O.) 
to the Burnley and District Hospital Centre (mainly 
at Burnicy General Hospital, 220 chronic sick beds) 
Appointee will work under general supervision of 
consultant physicians and will be required to under- 
take the domiciliary assessment of patients on the 
waiting list and to establish close liaison with 
general practitioners and the Local Health Authori- 
tres Good experience in general medicine and 
previous experience in care of chronic sick desir- 
able Appointee to live in area Application forms 
from the Senior Administrative Medical Officer to 
the Board, Chectwood Road, Manchester, 8. to be 


returned by July 30. 1956 (5861) 
EASTBOURNE HOSPITAL MANAGEMENT 
COMMITTEE 


St. Mary's and Downside Hospitals 


SENIOR HOUSE OFFICER 
(Resident or Non-resident) 

Post vacant early September offers good facilities 
for investigation, treatment and rehabilitation of 
geriatric cases Staff of six house officers Ap- 
plications, stating age, nationality, whether married 
or single, with copies of two testimonials, to Group 
Secretary, 29, Bedfordwell Road, Eastbourne 

(5689) 


WALSALL HOSPITAL MANAGEMENT 
COMMITTEE 


SENIOR HOUSE OFFICER 
required for eecriatrics (mainiy) and general 
medicine Applications, together with names of 
two referees, to the Group Secretary, Walsall 
General (Sister Dora) Hospital (S479) 


SUNDERLAND, GENERAL HOSPITAL 


HOUSE OFFICER (Geriatric Unit) 

“Post recognized for pre-registration purposes. S60 
beds (265 acute). Good clinical experience in all 
branches of medicine, including out-patient clinics 
Successful candidate wil! work under direction of 
Consultant Physician. The Unit has a Research 
Department and facilities for all modern methods 
of investigation and treatment. Vacant immediately. 
Apply. naming two referees. to the Hospital Secre- 
tary. General Hospital, Sunderiand (Pr.5793) 


INFECTIOUS DISEASES 


LEEDS (GROUP B) HOSPITAL MANAGEMENT 
COMMITTEE 


Seacroft Hospital, Leeds 


SENIOR HOUSE OFFICER in Infectious Diseases 
required immediately. The Infectious Discases Sec- 
tion, average bed occupancy 100 beds, is the 1.D 
undergraduate and postgraduate training unit and 
a Regional Centre for the treatment of poliomyelitis 
The appointment is resident and for one year. 
Applications, stating age. nationality, qualifications 
and experience, with names of three referees, to 
whom reference may be made, to the Group Secre- 
tary. Seacroft Hospital, Leeds, 14 (5877) 


SOUTHAMPTON CHEST HOSPITAL (261 beds) 


SENIOR HOUSE OFFICER 
required from mid-August, to be responsible for 
Infectious Diseases Unit. The duties are such as 
to suit a candidate reading for higher examinations 
The Unit is sited at a Hospital possessing up-to- 
date tuberculosis and thoracic surgical units, whilst 
the Southampton Group of Hospitals as a whole 
affords excellent opportunities for study and ¢x- 
perience in all branches of medicine. Applications. 
together with copies of recent testimonials, should 
be forwarded as soon as possible to the Group 
Secretary, Southampton Group Hospital Manage- 
ment Committee, Bullar Street, 


MEDICINE 


SOUTH-EAST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Applications are invited for an appointment as 
WHOLE-TIME REGISTRAR in M 

to fill a vacancy in the approved trainee establish- 
ment at the Woolwich group of hospitals. The 
appointment will be in accordance with the Terms 
and Conditions of Service of Hospital Medical and 
Dental Staff (England and Wales), and will be 
for one year in the first instance Applications, 
giving particulars of age, qualifications and ecx- 
perience, with relevant dates, together with the 
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names and addresses of two referees, to be sent to 
the Secretary, Registrars Committec, South-East 
Metropolitan Regional Hospital Board, 11, Port- 
land Place, W.1, not later than August 4, 1956 
(5691) 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Lambeth Hospital, Brook Drive, S.E.11 


Applications are invited for the post of 
MEDICAL REGISTRAR 
vacant in September, 1956. The appointment will 
be for one year in the first instance Preference 
will be given to applicants having a higher quali- 
fication in medicine Canvassing will disqualify, 
but candidates are not precluded from visiting the 
hospital Forms of application (enclosing stamped 
addressed envelope) from the Secretary, to whom 
completed forms should be returned not later than 
August 4, i956 (5692) 


EAST ANGLIAN REGIONAL HOSPITAL 
BOARD 


MEDICAL REGISTRAR 
United Norwich Hospitals. Ward duties at West 
Norwich Hospital and Norwich Isolation Hospital 
and out-patient clinics at Norfolk and Norwich 
Hospital. Post provides wide experience in General 
Medicine Appointment for one year, renewable 
for second year. Applications, stating age. ¢x- 
perience and the names of three referees, to the 
Board's Senior Administrative Medica! Officer, 117, 
Chesterton Road, Cambridgec, by Monday, July 30, 
1956 Candidates invited to visit hospitals by 
direct arrangement with H.M.C. Secretary, Nor- 
folk and Norwich Hospital, Norwich. (5356) 


KINGSTON GROUP HOSPITAL MANAGEMENT 
COMMITTEE 
Kingston Hospital, Wolverton Avenue, 
Kingston-on- Thames 


Applications are invited from suitably qualified 
and experienced medical officers for the following 
post, which is available on November 1, 1956 

MEDICAL REGISTRAR full-time 
The successtu!l candidate will be required to live 
in the Hospital or alternatively occupy a Duty 
Room when on duty Forms of application are 
obtainab'e from the Group Secretary, 35, Coombe 
Road, Kingston (a stamped addressed envelope to 
be enclosed), and should be returned to him within 
ten days of the appearance of this advertisement 
(5690) 


LIVERPOOL REGIONAL HOSPITAL BOARD 
Fazakerley Hospital 


Applications are invited for the post of 
RESIDENT MEDICAL REGISTRAR 
with duties at the above hospital! Fazakericy 
Hospital is a teaching centre for infectious discases 
for the University of Liverpool, and also admits 
some general and pacdiatric cases. The post, which 
is tenable from October 1, offers useful experience 
to candidates training as pacdiatricians, and reason- 
able facilities will be offered for post-graduate 
study Forms of application from, and to be 
returned to, Dr. T. Lloyd Hughes, Senior Adminis- 
trative Medical Officer, Liverpool Reg.ona!l Hospital 
Board, 19, James Street, Liverpool. 2, to be received 
not later than August 4, 1956.—-Vincent Collinge, 
Secretary to the Board (S871) 


NORTH-WEST MFTROPOLITAN REGIONAL 
HOSPITAL BOARD 


MEDICAL REGISTRAR 

Bedford Gencral, Hospita! (439 beds), Bedford 
Vacant October appointment for one year. 
renewable for second year Hospital may be 
visited by writing to Senior Physician. Application 
forms obtainable from, and returnable to, Group 
Secretary, Bedford Group H.M.C., 3, Kimbolton 
Road, Bedford ($004) 


THE UNITED SHEFFIELD HOSPITALS 


Applications invited for the non-resident post of 
REGISTRAR or SENIOR HOUSE OFFICER 
in General Medicine 


at the Royal Hospital. Grade according to 
qualifications and experience Applications, with 
the names of three referees, should be sent not 
later than July 28. 1956, to the Chief Administra- 
tive Officer, The United Shefficid Hospitals, West 
Street, Shefficid, 1. (5542) 


ASTLEY AINSLIE, EDENHALL AND 
ASSOCIATED MOSPITALS 


Astley Ainslie Hospital 


JUNIOR HOSPITAL MEDICAL OFFICER 

Applications are invited for the post of Junior 
Hospital Medical Officer at the above Hospital, 
which affords excellent opportunities for the study 
of Convalescence Rehabilitation. Experience in the 
specialty desirable. Applications, giving full details, 
and the names and addresses of three referees, 
should be lodged on or before August 18 with 
the Secretary, Astley Ainslie Hospital, Grange 
Loan, Edinburgh. (5918) 
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ST. MARY'S WOMEN AND 
Upper Plaistow Road, E.13 


RESIDENT SE N1OR HOUSE OFFICER 
(General Medicine) 

Required for a period of twelve months, com- 
mencing September 15, 1956. Apply by July 28, 
1956, to Group Secretary, West Ham Group Hos- 
pital Managemen’ Committee, Stratiord, London, 
E.15, maming three referces (5846) 


BISHOP'S STORTFORD & DISTRICT 
HOSPITAL 

Rye Street, Bishop's Stortford, Herts 

(67 beds Medical, Surgical & Maternity) 


Applications are invited from registered Medical 
Practitioners for the post of : 

RESIDENT SENIOR HOUSE OFFICER 
Appointment to commence as soon as possible 
Salary £745 per annum, less £130 for residential 
emoluments. Applications, stating age, nationality, 
Qualifications and experience, with copics of two 
recent testimonials, or names of referees, to the 
Hospital Secretary. Haymeads Hospital, Bishop's 
Stortford, Herts ($777) 


BURNLEY AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Burniey General Hospital (641 beds) 


SENIOR HOUSE OFFICER (Medical) 

The post offers good all-round experience under 
Consultant Staff. Applications, with two references, 
to Group Secretary, Burnley General Hospital 

(5919) 


IPSWICH 2 EAST SUFFOLK — 
Heath Road Wass (274 beds 


Applications are invited des the post of 
SENIOR HOUSE OFFICER (Medical) 
The post, which is normally of one year’s duration, 
offers opportunity of study for higher examinations. 
Applications, stating age, nationality, experience, 
etc., together with three recent testimonials, to 
the Hospital Secretary (5285) 


NOTTINGHAM, GENERAL HOSPITAL 


SENIOR HOUSE OFFICER (Medical) 
required ; duties to commence about August 31, 
1956 Applications, stating age, qualifications, 
nationality and experience, together with copies of 
testimonials, to be sent to the Group Secretary 
General Hospital, Nottingham (5296) 


POTTERS BAR AND DISTRICT HOSPITAL 
Mutton Lane, Potters Bar, Middlesex 
(General Practitioner, 56 beds) 


RESIDENT MEDICAL OFFICER 
(Senior House Officer grade) 

Sole resident dealing with medicine and surgery, 
etc Preference given to unmarried candidates, 
Applications, with copies of two recent testimoniats, 
to Growp Secretary, Barnet Group H.M.C., 1, 
Wellthouse Lane. Barnet, Herts ($247) 


ROCHFORD, ESSEX, GENERAL HOSPITAL 
(622 beds) 


SENIOR HOUSE OFFICER (Medical) 
required Post resident and tenable for one 
year commencing September 3, 1956, for duties in 
a modern genera] hospital. Applications, etc., to 
reach the undersigned by August 4, 1956.—J. C. 
Field, Secretary, General Hospital, Rochford, 
Essex. (5767) 


SOUTH SHIELDS GENERAL HOSPITAL 


TWO HOUSE PHYSICIANS 
(Pre-registration, or second posts) or 
SENIOR HOUSE OFFICERS (Medicine) 

according to experience, required immediately in 
this busy, well-equipped hospital. Resident staff in 
Medical Department consists of a Medical Registrar 
and three House Officers. Applications to Medical 
Superintendent (5506) 


“WOKING | HOSPITAL 
Woking, Surrey (72 beds) 


SENIOR HOU SE OFFICER 
(post-registration appointment) 
required for medical and surgical duties. Apply with 
two testimonials to Hospital Secretary (5653) 


BOW GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


HOUSE PHYSICIAN (not pre-registration) 

For Genera} Medical Wards. Applications, stat- 
ing age, qualifications and experience. together with 
the names and addresses of two referees, to be 
sent to the Hospital Secretary, St. Clement's 
Hospital, 2a, Bow Road, London, E.3 (5602) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 


top of page 25 


‘ 


Medicine—contd. 


MILLER GENERAL HOSPITAL (180 beds) 
HOUSE PHYSICIAN 


vacant carly August, 1956 Six months appoint 
ment National salary and conditions Applica 
tons and testimonials to Secretary G 
D HM<«€ St. Alfege’s Hospital, S.E.10. (5458) 


CAERNARVON AND ANGLESEY HOSPITAL 
MANAGEMENT COMMITTEE 


Applications are invited for the post of 
HOUSE PHYSICIAN 


at Liandedno General Hospital, Liandudao 
The appointment is for a period of six months 
Salary and conditions of service in accordance 


with those approved by the Ministry of Health Ap 
plications, stating age, qualifications and cxpericnce, 
together with the names and addresses of two 
referees, to be forwarded to the Group Sccretary 
Pias Gwyn. Firiddocdd Road, Bangor, within ten 
days of the appearance of this advertisement 
(S806) 


EDGWARE GENERAL HOSPITAL 
Edgware, Middlesex (715 beds) 


RESIDENT HOUSE PHYSICIAN 


for Thoracic and Dermatological Departments 
Duties: to include * taking of acute gencral medical 
cascs Six months’ appointment Post vacant 


1956 Applications, stating agc. 
experience and enclosing copies of up 
to three recent testimonials, to Medical Director 
of Hospital by August 4, 1956 (5920) 


September ‘§ 
qualifications 


GREAT ply, TH & GORLESTON 
ENERAL HOSPITAL 
~.. Side, Great Yarmouth 


HOUSE PHYSICIAN 
required. Post vacant August |. 1956. The post 
is @ pre-registration post at a salary of £425, £475 
or £525 per annum according to experience, less 
£125 per annum for residence. Membership of a 
Medical Defence Society is a condition of ap- 
pointment. Applications, stating age, qualifications 
and experience, with names of two referees, to 
Hospital Secretary (S311) 


ROYAL DEVON & EXETER HOSPITAL, Exeter 


Applications are invited from Pre-registration and 


Registered Medical Practitioners for the appoint- 
ment of 

HOUSE PHYSICIAN (two) 
vacant September 12 and September 22. 1956 


with copies of two 


respectively Applications, 
recent testimonials, to the Hospital Secretary by 
July 28, 1956 (S773) 
NORTH MIDDLESEX HOSPITAL 
Edmonton, N.18 


TWO RESIDENT HOUSE PHYSICIANS 
required for September | for six months. Gencral 
medicine Approved as pre-rce stration posts (first 
or second) Applications (in own handwriting) 
stating agc Nationality, qualifications, experience 
with ypies of recent testimonials, to Sccretary of 
Hospital by July Ww (Pr.S881) 


QUEEN MARY'S HOSPITAL FOR THE EAST 
END, Stratford, 


HOUSE PHYSICIAN (pre-registration) 
required for six months commencing August 13, 
1956 Applications with copies of recent testi- 
monials to Group Secretary. West Ham Group 
Hospital Management Committee, Stratford, E.15 
by July 28, 1956 (Pr.5494) 
BISHOP'S HAYMEADS 

HOSPITAL 


Applications are invited ‘for the post of 
HOUSE OFFICER, Medical (Male or femaie) 
Pre-registration or first or second post. to commence 
September It. 1956. for six months. Applications, 
stating qualifications, nationality, age and  ex- 
perience. with copies of recent testimonials 
names of two referees, to Hospital Secretary 
(Pr.4610) 


FARNBOROUGH HOSPITAL, Kent (800 beds) 


HOUSE PHY ‘sic TAN 
required September 3. Recognized for MR.C.P 
include the care of some 50 egcncra!] medical 


cases, mostly acute, some psychiatric dutics and 
work in medical out-patient department Pre- 
ference to pre-registration § candidates Apply. 


stating sec. marital state. qualifications (with dates), 
and experience, and naming three referees. to Ad- 
ministrative Officer by August 4, quoting reference 
HP (Pr. 5856) 


LINCOLN COUNTY HOSPITAL (200 beds) 


Applications are invited from pre-registration 
candidates for an appointment as 
HOUSE PHYSICIAN 
for six months to be followed, if satisfactory. by 
an appointment as House Surgeon for a further 
xk months Apply. giving full particulars, to 
R. W. Howick, Group Secretary (Pr.5359) 
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NORTH & MID-CHESHIRE 
MANAGEMENT COMMITTE 


Altrincham General Hospital and Annexe (130 beds) 


Applications are invited for the Pre-registration 
post of 

JUNIOR HOUSE OFFICER 
Applications to Group Secretary 


Sinderland Road, Altrincham, Cheshire (Pr 


NORTHERN IRELAND HOSPITALS 
AUTHORITY 


(Medica!) 
The Hospital, 
$360) 


Fermanagh County Hospital 


HOUSE PHYSICIAN 
required immediately Approved pre-registration 
post, offering excellent medical experience. Appli- 
cations, with names for reference, as soon as 
possible, to the Secretary, Fermanagh Hospital 
Management Committee, Enniskillen, N. Irciand 
(Pr.S791) 


NOTTINGHAM CITY HOSPITAL 
(811 beds) 


Applications are invited for the post of 
HOUSE PHYSICIAN 

vacant September 1, 1956. Recognized for pre- 
registration purposes Applications, stating age, 
nationality, qualifications and experience. together 
with copies of not more than three testimonials, 
to be sent immediately to the Hospital Secretary, 
City Hospital, Hucknall Road, Nottingham 
(Pr.5831) 


NOTIINGHAM, GENERAL HOSPITAL 


RESIDENT PRE-REGISTRATION HOUSE 
PHYSICIAN 


1956 


JuLy 21, 


NEUROSURGERY 
THE MIDDLESEX HOSPITAL, W.1 


A vacancy is declared for a 
CONSULTANT NEURO-SURGEON 
involving 5 to 6 sessions weekly. Candidates mus: 
be Masters of Surgery or Fellows of the Roya 
College of Surgcons of England, and must have had 
wide expericnce in neuro-surecry Appitcations 
naming three referees, should be sent to the Deputy 
Superintendent by August 18 (S786) 


LIVERPOOL REGIONAL HOSPITAL BOARD 
Regional Neuro-Surgical Service 


Applications are invited for the post of 
REGISTRAR IN NEURO-SURGERY 
with dutics mainly at Walton Hospital The post 
is suitable for candidates studying for a higher 
degree and intending to specialize in Neuro-Surecry 
Forms of application from, and to be returned to, 
Dr. T. Lloyd Hughes, Senior Administrative Medical 


Officer, Liverpool Regional Hospital Board. 19 
James Street, Liverpool, 2, to be received not 
later than August 4, 1956.--Vincent Collinge, 
Secretary to the Board (5872) 


BRISTOL, COSSHAM/FRENCHAY HOSPITAL 
MANAGEMENT COMMITTEE 


Frenchay Hospital (S42 staffed beds, expanding) 


Applications are invited for 
SENIOR HOUSE OFFICER 
posts in the regional! department of Neuro-Surgery 
Vacancies will arise Mid-August and at the end of 
September next These posts offer uscful surgical 
experience and the opportunity of gaining a work- 
ing knowledge of neurological diagnosis. Recognized 


required ; duties to commence about July 27, 1956 

Applications, stating age, qualifications and ex- for F.R.C.S. Two referees required. Applications 
perience, together with copics of testimonials, to to the Secretary, Frenchay Hospital, quoting 
be sent to the Group Secretary $297) (5613) 


PONTYPOOL AND DISTRICT HOSPITAL 
Pontypool, Mon. (126 beds) 
ized Pre-registrati: Service) 


HOUSE PHYSICIAN 
required August 1, covering 24 medical 
paediatric beds. Three other residents. All Con- 
sultant beds Write, quoting two referees, to 
Group Secretary. 64, Cardiff Road. Newport, 
Mon (Pr.9692) 


PORTSMOUTH GROUP HOSPITAL MANAGE- 
MENT COMMITTEE 


Queen Alexandra Hospital (78 medical beds) 
HOUSE PHYSICIAN (pre-registration) 

Vacant July 30 
Saint Mary's Hospital (78 medical 
HOUSE PHYSICIAN (pre-registra 

Vacant July 30 (1) and July 31 (2) 

Applications. stating age, experience, and qualifi- 
cations, together with names of two referees, 
shou'd be forwarded as soon as possible to E. H 
Hurst 35 Grove Road South South<en (Pr 8002) 


READING AREA DEPARTMENT OF 
MEDICINE 


and 14 


Applications are invited from provisionally 
registered medical practitioners for three posts as 
RESIDENT HOUSE PHYSICIAN 
All vacant September 1. 1956, for a period of six 
months. Successful applicant wii! be required to 
carry out duties at the following Reading hospitals 
Royal Berkshire (399 beds). Battle (301 beds) 
Provwpeet Park (104 beds). Write. before July 31, 
s'ating age. qualifications with dates, nationality, 
Present post. with copy of a recent testimonial, to 
the Sccretary. Roya! Berkshire Hospital, Reading 

(Pr.5867) 


TEES-SIDE HOSPITAL MANAGEMENT 
COMMITTEE 


Stock'on & Thornaby Hospital, 
Stockton-on-Tees 


Applications are invited for the appointment of 
HOUSE PHYSICIAN 
at the above Hospital The appointment, which 
becomes vacant at the beginning of August, 1956, 
is recognized for pre-registration service under the 
Medica! Act, 1950 Applications, stating full 
details. and giving names of two referecs, should 
be addressed to the Hospital Secretary as soon as 
Possible (Pr.5654) 


NEUROLOGY 
THE UNITED SHEFFIELD HOSPITALS 


Applications invited for the post of 
REGISTRAR to the Department of Neurology 
at the Royal Hospital. Post vacant October 11 
This is a large Neurological Department in a 
Teaching Hospital group Post offers wide ex- 
Perience and opportunities for postgraduate train- 
ing and for attending postgraduate teaching in 
other Departments. Applications. with the names 
of three referees, should be sent not later than 
July 28. 1956. to the Chicf Administrative Officer. 
The United Shefficid Hospitals, West Street, 
Sheffield. 1 (S543) 


OBSTETRICS AND GYNAECOLOGY 
WOLVERHAMPTON GROUP OF HOSPITALS 


PART-TIME CONSULTANT OBSTETRICIAN 
AND GYNAECOLOGIST 
(8 n.b.d. weekly) Duties at Women’s (5 n.hd.) 
and New Cross (1} n.h.d.) hospitals, Wolverhamp- 
ton and other Group Hospitals (14 n.b.d.). Ex- 
perience specialty /higher qualification essential. 15 
copies application, naming three referees to 
Secretary. R.H.B.. 10, Augustus Road, Birmingham, 
1S, before August 6, 1956. Candidates may visit 
hospitals. ($727) 


LEEDS. REGIONAL BOARD 


IN OBSTETRICS AND 
NAECOLOGY 
Hospitals in the ‘tal (A) Group (64 Obstetric and 
74 Gynaecological Beds) Recognized for 
MRCOG Resident Applications, stating age. 
qualifications and details of present and previous 
appointments (with dates), together with the 
mames and addresses of three referees, to the 
Secretary. The Joint Registrars Committee — 


Parade Harrogate bv July 27 «S312 


LIVERPOOL | REGIONAL HOSPITAL BOARD 
Southport ¢ Group 


Applications are invited | for the post of 
REGISTRAR IN OBSTETRICS AND 
GYNAECOLOGY 
in the above group with duties mainly at South- 
port General Infirmary. Forms of application 
from. and to be returned to. Dr. T. L'oyd Hughes 
Senior Administrative Medical Officer, Liverpool 
Regional Hospital Board, 19, James Street, Liver- 
pool, 2. to be received not later than August 4. 
1956.—-Vincemt Collinge, Secretary to the Board 

(5873) 


MANCHESTER REGIONAL HOSPITAL BOARD 


Applications invited for the post of 
RES! 


The duties will be with the Stockport and Buxton 
Hospital Management Committee, mainly at 
Stepping Hii Hospital and Stockport Infirmary 
where there are 72 Obstetric and 48 Gynaecological 
beds. The post is recognized for M.R.C.O.G. and 
is vacant October 1, 1956 Applications, stating 
age. experience and qualifications, together with the 


names of two referees, to be forwarded to the 
undersigned.—H. G. Price. Group Secretary, 59B 
Shaw Heath, Stockport, Cheshire (5548) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


West Middlesex Hospital, Isleworth 


REGISTRAR (Whole-time) 

in Obstetrics and Gynaeco'ogy 
One year in first instance. Hospita| may be visited 
by direct appointment Post vacant October |. 
1956 Application forms obtainable from and 
returnable to Group Secretary, South-West Mid- 
diesex Hospital Management Committee, West 


Middlesex Hospital, Isleworth, by July 31, 1956. 
(5906) 


Juty 21, 1956 


Obstetrics and Gynaecology—contd. 


SHEFFIELD REGIONAL HOSPITAL BOARD 
General Hospital, Ba Becton (80 beds) 
WHOLE- TIME REGISTRAR 


(Obstetrics & Gynaecology) 
required with relief dutics in the Casualty Depart- 


ment Post becomes vacant August 1 Appoint- 
ment for one year in first instance Apply to 
Secretary, Sheffic:d Regional Hospital Board, Old 


Fulwood Road, Shefficid, by July 30, 1956, giving 
age, nationality, qualifications, present and previous 
appointments (with dates), naming three referces 

(5693) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


City General Hospital Sheffield 652 beds) 
(Recognized for the MRCOG.) 
WHOLE-TIME RESIDENT REGISTRAR 
(Obstetrics and Gynaecology) 
required at the City General Hospital, Shefficid 
(106 Obstetrical and 42 Gynaecological beds). Post 
vacant December 1. Duties mainly in Professorial 
Unit. Appointment for one year in first instance 
Apply to Secretary, Sheffield Regional Hospital 
Board, Old Fulwood Road, Shefficild, by August 31. 
1956, giving age, nationality, qualifications, present 
and previous appointments (with dates), naming 
three referees (5728) 


FULHAM MATERNITY HOSPITAL 
5/7, Parsons Green, S.W.6 


SENIOR HOUSE OFFICER 
(resident) required. August 19, 1956. Candidates 
may visit the hospital by arrangement. Applica- 
tions to be submitted on forms obtainable from 
Hospital Secretary, Fulham Hospital, St. Dunstan's 
Road, Hammersmith, W.6, immediately (S851) 


PRINCESS BEATRICE HOSPITAL 
Earl's Court, S.W.5 


Applications are invited "from Registered Medical 

Practitioners for the post of 
OBSTETRIC HOUSE SURGEON 

with Gynaccology and may be some Gencerai 
Surgery. Resident. S.H.O. grade. Vacancy from 
August 16, 1956. Applications, stating agc, quali- 
fications, and with three testimonials, to the House 
Governor, not later than July 27. 1956 (5431) 


ASHTON, HYDE AND GLOSSOP HOSPITAL 
MANAGEMENT COMMITTEE 


SENIOR HOUSE OFFICER 
(Obstetrics /G) naeco'ogy) 
required at Ashton-under-Lyne General Hospital. 
There are 82 obstetric and 26 gynaccological beds. 
Recognized for MR.C.O.G Vacant August 4, 
1956 Applications, with copies of two testi- 
monials. should be forwarded to the Group 
Secretary, Ashton-under Lyne General Hospital. 
Ashion-under-Lyne, Lancs (5655) 


CARDIFF HOSPITAL MANAGEMENT 
COMMITTEE 


SENIOR HOUSE OFFICER 

in Obstetrics and Gynaecology 
required August 1, 1956. Appoiniment recognized 
for M.R.C.O.G. Further particulars and form of 
application from Group Secretary, 44, Cathedral 
Road. Cardiff (5288) 


DERBYSHIRE HOSPITAL FOR WOMEN 
Derby (60 beds) 

HOUSE SURGEON (Pre-registration) or 
SENIOR HOUSE OFFICER (G)naecology) 
Vacant September 15 Recognized as pre- 
registration post in surgery and for waining for the 


M.R.C.0.G. in gynaecology only Apply stating 
age. expericnce and whether pre-registration candi- 
date. with two copy testimonials, to Greup 


Secretary, No. Hospital Management Committee. 
Babington Lane. Derby (5729) 


DERBYSHIRE ROYAL INFIRMARY, Derby 


HOUSE SURGEON (Pre-registration) or 

SENIOR HOUSE OFFICER, Gynaecology 
Vacant September |! 1956. Recognized for 
M.R.C.O.G. Applications, stating ful! details, with 
copies of two recent testimonials, to Secretary om 
(5656 


ILFORD AND BARKING GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


There will be a vacancy for a 
RESIDENT SENIOR HOUSE OFFICER 
at the Barking Hospital (Maternity), Upney Lane, 
Barking, on August 3, 1956. Salary will be at the 
rate of £745 per annum. less emoluments. Ap- 
plicants should have been qualified not less than 
one year Duties will include ante-nata! work. 
Applications. accompanied by copies of testimonials. 
should be sent to the undersigned within seven days 
of the appearance of this advertisement.—H. F. 


Harris, Group Secretary, King George Hospital. 
Iiford. (5730) 
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LEEDS (A) GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


St. Mary's Hospital, Leeds, 12 
(109 Maternity Beds) 


Applications are invited from Registered Medical 
(male or female) for the appointment 


*' DEPU TY RESIDENT OBSTETRIC OFFICER 
(Senior House Officer) 
which is recognized by the Royal College of 
Obstetricians and Gynaecologists for membership. 
Applications to the undersigned as soon as possibic 


—J. Folkard, Secretary to the Committee, Adminis- 
trative Offices, St. James's Hospital, Leeds, 9. 
(5740) 


NOTTINGHAM, HIGHBURY HOSPITAL 


are invited “for 
NIOR HOUSE OFFFICER 
Obstetrical id Gynaecological Department; 41 
obstetric beds, 11 gynaccological beds and a smal! 
block for puerperal pyrexia. Duties to commence 
as soon as possible. The Hospital is recognized 
for the MR.C.O.G. (obstetrics only). Previous 
obstetrics experience required. Applications, stating 
age, qualifications, experience and nationality. 
together with copies of recent testimonials, to be 
sent to the Group Secretary, General Hospital, 
Nottingham (5694) 


PORTSMOUTH GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


St. Mary's Hospital 
SENIOR HOUSE OFFICER (Gynaecology) 


required. The Department consists of 50 beds and 
offers excellent facilities for training. Recognized 
for the M.R.C.O.G. Vacant June 16, 1956 


Queen Alexandra Hospital 

SENIOR HOUSE OFFICER 
for Gynaecological Department (39 beds). 
nized for the M.R.C.O.G. Vacant now. 
Applications, stating age, experience, and quali- 
fications, together with names of two referees, 
should be forwarded as soon as possible to E. H 
Hurst, 35, Grove Road South, Southsea. (7406) 


RYHOPE GENERAL HOSPITAL (282 beds) 


SENIOR HOUSE OFFICER (male or female) 
in Gynaecology and Surgery required. There are 26 
beds gynaccology and 82 beds surgery (part of the 
surgical team). Post vacant September 1, 1956 
Apply, naming two referees, to the Hospital Secre- 
tary, Ryhope Gencral 
Durham $794) 


STOCKPORT, STEPPING HILL 


Recog- 


Applications are invited for the post of 
SENIOR HOUSE OFFICER 
(Obstetrics & Gynaecology) 
vacant October 1, 1956. Applications, stating age. 
experience and qualifications, together with copies 


of two testimonials, to be addressed to the 
Secretary, Stockport and Buxton H.M.C., 59B, 
Shaw Heath, Stockport, Cheshire (5549) 


THE UNITED NEWCASTLE-UPON-TYNE 
HOSPITALS 
Applications are invited for the resident ap- 
pointment of 
SENIOR HOUSE OFFICFR 

to the Department of Obstetrics & Gynaeco'ogy 
The appointment is for one year, and will be sub- 
ject to the terms and conditions of service of 
hospital medical staff. The salary will be at the 
rate of £745 per annum, subject to the appro- 
priate deductions. Applications, giving full details, 
and the names and addresses of three referees, 
should be sent to the undersigned within two 
weeks of the date of appearanct of this advertise- 


ment.—A, . Sanderson, House Governor & 
Secretary, Royal Victoria Infirmary, Newcastle- 
upon-Tyne 582) 


ANNIE McCALL MATERNITY HOSPITAL 
Jeffreys Road. S.W.4 

Applications are invited from Registered Women 

Medical Practitioners for the post of resident 
OBSTETRIC HOUSE SURGEON 
(Post recognized for the D.R.C.O.G.) 

Appointment is for a period of six months, vacant 
August I, 1956. Applications, stating age. quali- 
fications with dates, and nationality. accompanied 
by copies of three recent testimonials, should be 
sent to the Secretary, Annie McCall Maternity 
Hospital not later than July 27 (5695) 


CENTRAL MIDDLESEX HOSPITAL 
Royal, N.W.10 


RESIDENT HOUSE OFFICER 
post-registration. required in Obstetrics and 
Gynaecological Department. Post recognized for 
M.R.C.0.G. Appointment from September 1. Ap- 
plications. with copies two testimonials, to Medical 
Director t by July 28 (5908) 


“GERMAN HOSPITAL, Dalston, E.8 
(General, 157 beds) 
Applications for the “6 months’ resident appoint- 


ment of 
REGISTERED HOUSE & Go 


(Vacant August 8) should sent to Group 
Secretary, Hackney Hospital, London, E.9, quot- 
ing GH /HSO. (5459) 
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ards Road, Plabtow, London, E.13 


RESIDENT OBSTETRIC OFFICER 
(House Officer post-registration) 
Required for six months commencing October 
1, 1956. Apply by July 28, 1956, to Group Secre- 
tary, West Ham Group Hospital Management Com- 
mitice, Stratiord, London, E.15, enclosing copies 
of two recent testimonials (5847) 


ST. ALFEGE'S Greeawich, 
( ) 
Recognized for M.R.C.0.G. Examination 


HOUSE OFFICER (Obstetrics & Gynaecology) 
two posts vacant approximately August 12 and 31 
Six months’ appointments (renewable). Salary £425 
to £525 per annum, less £125 per anoum for resi- 


dence. Applications and testimonials to Secretary. 
G. & D/H.M.C. at above hospital. (5762) 
BEVERLEY, YORKSHIRE, WESTWOOD 


HOSPITAL (229 beds) 


PRE-REGISTRATION HOUSE OFFICER 
in Obstetrics and Gynaecology 
Vacant mid-August. Hospital has Maternity Unit 
of 22 beds and Gynaccological Annexe of 18 beds 
Fully registered practitioners may apply. Detailed 
applications to Group Secretary. (5657) 


XH CHESTER AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 
Chester City "Hospital 


Applications are invited for 
TWO HOUSE SURGEON POSTS 
Department 


in the Obstetric and Gynaccological 
vacant September 5 and October 12, 1956. Both 
Posts are recognized for the D.R.C.O.G. Applica- 
tions, giving fulj details, together with the names 
and addresses of two referees, should be forwarded 
to the Group Secretary, 5, King’s Buildings, 
Chester (5904) 


COLCHESTER GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Essex County “Hospital, 
(19 Gynaecological beds) 
(22 Obstetric beds) 


HOUSE OFFICER (male or female) 
(Obstetric & Gy logical 


First, second, third or pre-registration post: 
tenable for 6 months. Applications, with copies of 
three testimonials, to Group Sccretary, 14, Pope's 
Lane, Colchester, Essex. (5832) 


DUNFERMLINE 56 beds) HOSPITAL 


TWO OBSTETRICAL HOUSE OFFICERS 
(Resident) 


required to take up duty on October |, 1956. The 
Hospital is recognized for the D.Obs. and 
M.R.C.0.G. Applications, stating age, nationality, 
Qualifications and experience, together with the 
names of three referees, should be sent to the 
Medical Superintendent, Maternity Hospital. St 
Leonards, Dunfermline (5833) 


HILLINGDON HOSPITAL 
Hillingdon, Uxbridge, Middlesex (general 621 beds) 


TWO HOUSE “SURGEONS 


required. Combined post in Obstetrics and 
Gynaccology, recognized for DRCOG. and 
MR.C.OG. Posts vacant middie August. Apply 
Stating age. nationality, qualifications, experience. 


and enclosing copics of not more than three recent 
testimonials, to Medical Director by July 30. (5696) 


OLDHAM AND DISTRICT GENERAL 
HOSPITAL (975 beds) 


Applications are invited from fully registered 
medical practitioners for the newly created post of 
HOUSE SURGEON (Obstetrics and Gynaecology) 
The post is recognized for the M.R.C.OG. and 
the D.Obst.R.C.0.G Applications, quoting Ret 
No. E/65, should be forwarded to the Group 
Secretary, Oldham and District Hospital Manage- 
ment Committee, Central Offices, Rochdale Road. 
immediately. (S878) 


READING COMBINED HOSPITALS 


Area Department “100 beds) and Gynaecology 


Applications are invited from Registered Medical 
l'vactitioners, male and femaic, for resident appoint- 
ment of 

GYNAECOLOGICAL HOUSE SURGEON 
at the Royal Berkshire Hospital. vacant immediately 
and tenable for six months. Post recognized for 


MRCOG. Write, stating age and qualifications 
with dates, nationality and present appointment, 
with a copy of one recent testimonial, to the 
Secretary (9840) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 25 
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Obstetrics and Gynaecology—contd. 


UNITED MANCHESTER HOSPITALS 
Saint Mary's Hospitals. Manchester 


Applications are invited for the four posts of 
HOU SE OFFIC ER in Gynaecology 
Applicants must have had previous hospital 
cxpercn in medicine and surgery The posts are 
recognized for the purpose f the MRCOG 
cxamination The appointment is for six months 


Salary in accordance with 
National Scales Application forms may be 
obtained from the undersigned and returned not 
ater than July 31 4. R. Wise. General Superin 
tendent, Saint Mary's Hospitals. Whitworth Park 
Manchester, 13 (5594) 


WINDSOR, KING EDWARD Vil HOSPITAI 


starting October |! 1956 


OBSTETRIC AND GYNABCOLOGICAL HOUSE 
SURGEON 

required, male or temale for post vacant August 

Post recognized for MR.C.O0.G and 

DRCOG Not a pre-registration post Success 


ful candidate will be resident at the Old Windsor 
Unan of the Hospital Applicants required to be 
members of a Medical Protection Socicty Appli 
catioms, stating agc. nationality, qualifications with 
dates. with copies of recent testimonials, or names 
of three referees, to Hospital Secretary, by July 27 


HACKNEY HOSPITAL, London, &.9 
(General, 841 beds) 
Applications are invited for the following 6 
months resident appointments 
(a) REGISTERED OBSTETRIC HOUSE 
SURGEON 
from October 
PRE-REGISTRATION OBSTETRIC HOUSE 
SURGEON (ad Post) 
from September 3. 
recognized for MR.C.O.G Applications 
above address, by August 8, quoting 
(5460) 


Posts 
to Secretary 
HH HSO 


FOREST GATE HOSPITAL 

Forest Lane, London, E.7 

PRE-REGISTRATION OBSTETRIC HOUSE 
OFFICER (ad post) 

required for six months commencing September |! 
19%6 The appointment is recognized for training 
c#ndidates for D.Obst R.CO.G Applications 
with names of two referees, to the Group Secre- 
tary, West Ham Group Hospital Management Com- 
mittee, Stratford, E.15, by July 28, 1956. (Pr.5848) 


AYRSHIRE CENTRAL HOSPITAL 
(Maternity Section, 126 beds) 


HOUSE OFFICER (Obstetrics) 


required now until December 31 Pre-registration 
appointment Recognized MRCOG Apply 
immediately, Area Medical Superintendent. |. Hill 
Street. Kilmarnock (Pr.5921) 


GLOUCESTERSHIRE ROVAL HOSPITAL 
(City Maternity Hospital beds) 


OBSTETRICAL HOUSE SURGEON 
required. Post. which is at the end of August, is 
recognized for pre-registration service an 
DRCOG Applications, naming two referees, to 
Secretary. Royal Hospital, Southgate § Strect 
Gloucester (Pr. 5818) 

GLOUCESTERSHIRE ROVAL HOSPITAL 
(Great Western Road Branch) 


GYNAECOLOGICAL HOUSE SURGEON 
required. Post which is vacant end of July, is 
recognized for pre-registration service and the 


MRCOG Applications, naming two referees 
to the Group Secretar Royal Hospital. Southgate 
(Pr.5819) 


Strect, Gloucester 


SHREWSBURY HOSPITAL GROUP 
Cross Houses Hospital (34 Maternity beds) 
OBSTETRIC HOUSE SURGEON 


Pre-registration post Vacant August 12, 1956 
Applications, with copy testimonials. to Group 
Secretary. Royal Salop Infirmary. Shrewsbury 


(Pr. S658) 


OPHTHALMOLOGY 


BOARD OF MANAGEMENT FOR THE 
ABERDEEN GENERAL HOSPITALS 


Applications are invited for the appointment of a 
REGISTRAR in Ophthalmology 

for the Aberdeen Royal Infirmary The post is a 

whole-time one and is non-resident Salary and 

conditions of service are in accordance with the 


terms issued by the Department of Health for 
Scotland Applications, giving details of qualifica- 
tions and experience, with the names of two 
referees. should be lodged with the Secretary. 


Aberdeen General Hospitals, P.O. Box No. 92. 62, 
Queen's Road. Aberdeen. within fourteen days of 
the appearance of this advertisement. (8922) 
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SUNDERLAND EYE INFIRMARY (60 beds) 


(Recognized for D.O.) 


SENIOR HOUSE OFFICER (male or female) 


required at the above hospital Large Out-paticnt 
Department Vacant August 1, 1956 Establish- 
ment of full-time Junior Stafl of three S.H.Os 
Excelient facilities for postgraduate study and 
clinica ind operative cxpericnce Apply. imme 
diately, naming two referees, to Hospital Secretary, 
Eye Infirmary, Alexandra Road, Sunderland 


(5795) 


TEES-SIDE HOSPITAL MANAGEMENT 
COMMITTEE 


North Riding Infirmary (Eye, Ear, Nose & Throat 
Centre), Middlesbrough (120 beds) 


Applications are invited for the appointment of 
SENIOR HOUSE OFFICER (Ophhhalmotogy) 
The post, which is tenabie in the first instance 
for a period of six months, is recognized for the 
Fellowship in Ophthalmology and also for the D.O 


examination Applications, stating full details and 
giving two names of referees, should be addressed 
to the Hospital Sec retary (5300) 


~~BOARD OF MANAGEMENT FOR THE 
ABERDEEN GENERAL HOSPITALS 


Applications are invited for the appointment of a 
HOUSE SURGEON 
Ophthalmic Ward of the Aberdeen Royal 
a period of six months from August 
January 31, 1987 The post is a 
resident one The appointment is approved as a 
pre-registration post and tenure for the prescribed 
period will count towards full registration on the 
Medical Register for provisionally registered 
practitioners Applications, with full details. and 
giving the names of two referees should be lodged 
immediately with the Secretary, Aberdeen General 
Hospitals, P.O. Box No. 92, 62, Queen's Road, 
Aberdeen (Pr.5932) 


in the 
Infirmary for 
l 1956, to 


ORTHOPAEDICS 


QUEEN MARY'S HOSPITAL 
jon, London, S.W.15 (532 beds) 


ORTHOPAEDIC REGISTRAR 
required whole-time Six months in post count 
towards F.R.C.S. Final National Health Service 
terms and conditions Detailed applications (4 
copies). giving nationality, date of birth, qualifica- 
tiems, expericnce, present appointments and names 
of three referees, should reach the Secretary, 
Ministry of Health. Division 4(v), Norcross, Black- 
pool, Lancs, by August 11, 1956 (5895) 


SOUTH-EAST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Applications are invited for an appointment as 
REGISTRAR in Orthopaedic Surgery 

Lewisham Group of Hospitals, for duties 
mainiy at Lewisham Hospital, London, S.E.13. The 
appointment. which may be cither resident or non 
resident, will be for one year in the first instance 


at the 


anc is recognized for F.R.C.S The medical 
establishment of the Department comprises two 
registrars and a senior house officer under the 


direction of two Consultants ; the casualty depart- 
ment is separately staffed. Applications, giving par- 
ticulars of age, qualifications and experience, with 


relevant dates together with the names and 
addresses of two referees, to be sent to the 
Secretary, Registrars Committce South-East 
Metropolitan Regional Hospita| Board, 11, Port- 
land Place, London, W.1, not later than August 
4, 1956 (S698) 


LEEDS REGIONAL HOSPITAL BOARD 


REGISTRAR IN ORTHOPAEDIC SURGERY 
St. James's Hospital, Leeds (64 Orthopaedic beds) 


and The Public Dispensary. Leeds (Non-resident) 
Applications, stating age, qualifications and details 
of present and previous appointments (with dates), 
together with the names and addresses of three 
referees, to the Secretary, The Joint Registrars 
Committee, Park Parade, Harrogate, by July 27, 
1956 (8314) 


SOUTH-EAST METROPOLITAN REGIONAL 
HOSPITAL 


Applications are invited for an appointment as 
WHOLE-TIME REGISTRAR 
in Orthopaedic Surgery 

to fill a vacancy in the approved traince establish- 
ment in the Brighton & Lewes group of hospitals 
The appointment will be in accordance with the 
Terms and Conditions of Service of Hospital 
Medical and Dental! Staff (England and Wales), and 
will be for one year in the first instance Ap- 
plications, giving particulars of age, qualifications 
and experience. with relevant dates. together with 
the mames and addresses of two referees, to be 
semt to the Secretary, Registrars Committee, South- 
East Metropolitan Regional Hospital Board, 11, 
Portland Place, W.1, not later than August 4, 
1956 (S699) 


JuLy 21, 1956 


SHEFFIELD REGIONAL HOSPITAL BOARD 


Doncaster Royal Infirmary (330 beds) 
(Recognized for training for F.R.C.S. examination) 


WHOLE-TIME REGISTRAR (Orthopaedics) 


required Appointment for one year in first 
instance Apply to Secretary, Shefficld Regional 
Hospital Board, Old Fulwood Road, Sheffield, by 
July 30, 1956, giving age, nationality, qualifications, 
present and previous appointments (with dates), 
aaming three referees (5697) 
SOUTH-WEST METROPOLITAN REGIONAL 


HOSPITAL BOARD 
Croydon Group Hospital Management Committee 


Applications are invited for appointment of 
ORTHOPAEDIC REGISTRAR 


Duties involving both Orthopacdic and Fracture 
work Previous Orthopaedic experience essential. 
Post vacant October 20, 1956 Application forms 
from Group Secretary, Management Committee, 
General Hospital, London Road, Croydon (5700) 

HOSPITAL 


SOUTH-WESTERN REGIONAL 
BOARD 


Goint with United Bristol 
Hospitals 


Applications are invited by the above Boards for 
the joint appointment of 
REGISTRAR in Orthopaedic and Traumatic Surgery 
to work at Winford Orthopaedic Hospital and at 
the United Bristol Hospitals. The appointment will 
be held for one year in the first instance and be 
renewable for a further year Applications, stating 
date of birth, qualifications and experience, together 
with the names and addresses of two referees, 
should be sent to the Secretary of the Regional 
Hospital Board, 27, Tyndalls Park Road, Bristol, 8, 
not later than August 15, 1956 (5812) 


THE BOARD OF GOVERNORS OF THE 
UNITED BRISTOL HOSPITALS AND THE 
SOUTH-WESTERN REGIONAL HOSPITAL 
BOARD 


Applications are invited by the above Boards for 
the joint appointment of 
REGISTRAR in Orthopaedic and Traumatic Surgery 
The appointment, which is recognized for the 


F.R.C.S. (England), will be held for one year in 
the first instance and be renewable for a further 
year. The successful candidate will be appointed 


to work for the first year mainiy at Mount Gold 
Orthopaedic Hospital and the Traumatic Centre at 
the General Hospitals, Plymouth Applications, 
stating date of birth, qualifications and experience, 
together with the names and addresses of two 
referees, should be sent to the Secretary of the 
Regiona| Hospital Board, 27, Tyndalls Park Road. 


Bristol, 8, not later than August 15. 1956. (S813) 
WOLVERHAMPTON GROUP 
Royal Hospital, Wolverhampton 
REGISTRAR 
Orthopaedic and Tr Surgery 
equired. All types of Traumatic and Orthopaedic 
cofditions, also Industrial Accident work and 


Rehabilitation, which is carried out at a special unit 
of 60 beds Applications, giving full particulars of 
age, qualifications and experience, by July 31, to 
Group Secretary, Royal Hospital, Wolverhampton 

(5834) 


BURTON-UPON-TRENT GENERAL 
HOSPITAL 


J.H.M.O. Orthopaedic 
required as from September 1. 1956 Duties in- 
clude supervision of Casualty House Officer. Ap 
plications to Group Secretary (5923) 


BIRMINGHAM, 15, ROYAL ORTHOPAEDIC 
HOSPITAL 


Recognized by Royal College of Surgeons. 336 
beds for long and short term lic cases 
(non-traumatic) and extensive out-patient services. 


SENIOR HOUSE OFFICER 
Registered Medical Practitioner preferably with 
orthopacdic experience Residential charge £190 
per annum Applications, with testimonials, of 
names of referees, to Administrator (5290) 


BOURNEMOUTH & EAST DORSET HOSPITAL 
MANAGEMENT COMMITTEE 


Royal Victoria Hospital, Bournemouth (494 beds) 


Applications are invited for the appointment of : 
SENIOR HOUSE OFFICER (Resident) 
(Orthopaedic & Casualty combined) 

The post which is now vacant is recognized for the 

F.R.C.S. examination and is normally tenable for 

12 months. Applications to the Hospital Secretary. 


(S701) 
DARTFORD HOSPITAL MANAGEMENT 
COMMITTEE 
— HOUSE OFFICER 
ity Orthopaedics) 

required for “Ine Southern Hospital, Dartford. 
Vacant September 1, 1956. Applications, with full 
particulars, to be sent to the Group Secretary, 
Dartford Hospital M m C . The 
Bow Arrow Hospital, Dartford, Kent (5659) 


Jury 21, 1956 


Orthopaedics—contd. 


DONCASTER HOSPITAL MANAGEMENT 
COMMITTEE 


Doncaster Royal Infirmary 


Applications are invited for the post of 
=NIOR HOUSE OFFICER 


in the Department 
Applications to the Group Secretary at Doncaster 
Royal Infirmary (5365) 


KINGSTON GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Kingston Hospital, Wolverton Avenue, 
Kingston-upon- Thames 


Applications are invited from suitably qualified 
medical officers for the post of 
SENIOR HOUSE OFFICER 
(Orthopaedic and Casualty) 
which is available carly September and recognized 
in Casualty for F.R.C.S. purposes. Applications, 
stating age, qualifications and cxperience. with two 
testimonials, should reach the Physician Superin- 
tendemt of the Hospital within 7 days of this 
advertisement (5702) 


NEWPORT, MON., ROYAL GWENT HOSPITAL 
(260 beds) F.R.C.S., 10 residents) 


SENIOR HOUSE OFFICER 
required There is a modern = scif-contained 
Fracture Unit, with its own Theatre. Out-patients 
and X-ray. Good experience. Salary £745, less 
£125 board residence. Recognized F.R.C.S.. for 
six months, and tenable six or twelve months as 
desired. Write, quoting two referees, to T. A 
Jones, 64. Cardiff Road, Newport, Mon (9733) 


NUNEATON, MANOR HOSPITAL (125 beds) 


S.H.0. Traumatic and Orthopaedic 
Recognized F.R.C.S. Salary £745. Furnished flat 
availabic. Applications to Hospital Secretary 
(S301) 


PRESTON AND CHORLEY HOSPITAL 
MANAGEMENT COMMITTEE 


Preston Royal Infirmary (400 beds) 
Applications are invited for the post of 
SENIOR HOUSE OFFICER IN ORTHOPAEDICS 
Post recognized for F.R.C.S. Vacant now. Ap- 
Dlications, with names of two referees, to be for- 
warded to the Group Secretary, Royal Infirmary. 
Preston (5660) 


WIGAN, ROYAL ALBERT EDWARD 
INFIRMARY (200 beds) 


SENIOR HOUSE OFFICER ia ‘ 

Post vacant September 4. Applications to 
Secretary (5763) 
BEVERLEY. YORKSHIRE, WESTWOOD 
HOSPITAL (229 beds) 


ORTHOPAEDIC HOUSE SURGEON 
(First, second or post) 

Married accommodation available. Offers good 
opportunity for general experience in busy acute 
genera! hospital. Approved pre-registration post. 
Fully registered practitioners may apply. Recognized 
for FRCS Vacant now. Apply Group 
Secretary. (5318) 


MEDWAY AND GRAVESEND HOSPITAL 
MANAGEMENT COMMITTEE 


St. Bartholomew's Hospital, Rochester 
(Recognized for the F.R.C.S.) 


ORTHOPAEDIC HOUSE SURGEON 

Applications are invited for this pre-registration 
post vacant immediately. If held by a registered 
Practitioner post will be limited to six months 
Salary £425 two £525 according to experience. Ap- 
plications, stating age, qualifications, nationality 
and experience, to be addressed w the Hospital 
Secretary. (5555) 

WATFORD, HERTS, PEACE MEMORIAL 

HOSPITAL (208 beds) 


ORTHOPAEDIC HOUSE SURGEON 
(with certain Casualty duties) 
required Post recognized for F.R.C.S.(Eng.) 
Examination. Intermediate or Senior Post depend- 
ing on experience, for Orthopaedic Unit (30 beds) 
The Orthopaedic Service is in charge of a Con- 
sultant and Registrar closely associated with a 
Postgraduate Teaching Hospital. Applications, with 
copies of two testimonials, to the 
(982 


HIGHLANDS GENERAL HOSPITAL 
Winchmore Hill, London, N.21 


HOUSE SURGEON 
required. Duties mainly Orthopaedic with some 
E.N.T.. Casualty and Emergency Genera! Surgery 
New Operating Theatre. Out-patient and Casualty 
Departments. Preference given for applicants seck- 
ing pre-registration post under Medica! Act, 1950 
Applications, with copies of three testimonials and 
name and address of one referee, to Hospital Sec- 
retary. (Pr. 5849) 


BRITISH MEDICAL JOURN AL 


BARNET GENERAL HOSPITAL 
Welthouse Lane, Barnet, Herts 


HOUSE SURGEON 
required in Orthopacdic and Fracture Department. 
Pre-registration post, vacant July 25. Applications, 
Stating age, and qualifications, together with two 
copies of two recent testimonials, to the Hospital 
Secretary (Pr.9795) 


BRADFORD ROYAL INFIRMARY (507 beds) 


HOUSE OFFICER (Orth. /Cas.) 
required Vacamt August | Recognized for 
F.R.C.S. and pre-registration purposes Applica- 
tions in writing. stating age, nationality, and two 
referees, to the Secretary (Pr.5526) 


IPSWICH AND EAST SUFFOLK — 
Anglesea Road Wing (356 bed 


Applications are invited for the post of 
HOUSE SURGEON 
to the Fracture and Orthopacdic Department. Ap- 
proved pre-registration post Applications, with 
copies of recent testimonials, to the Hospital Secre- 
tary (Pr.6869) 


PORTSMOUTH GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Royal Portsmouth Hospitat 
(Orthopaedic Department 104 beds) 


HOUSE OFFICER (Pre-registration) 
Vacant now. Applications, stating age, experi- 
ence and qualifications, together with names of two 
referees, should be forwarded as soon as possibie 
to E. H. Hurst, 35, Grove Road South, Southsea 
(Pr.6400) 


TEES-SIDE HOSPITAL MANAGEMENT 
COMMITTEE 


Middlesbrough Genera} Hospital, 
Ayresome Green Lane. Middlesbrough 


Applications are invited for the appointment of a 
HOUSE OFFICER (Orthopaedics) 


at the above Hospital The appointment is 
recognized for Pre-registration Service under the 
Medical Act, 1950, and includes some duties in the 
Casualty Department which is under the super- 
vision of a full-time Senior Casualty Officer. Ap- 
plications, stating full details, together with names 
of two referees. should be addressed to the 
Hospital Secretary (Pr.5366) 


PAEDIATRICS 


MANCHESTER REGIONAL HOSPITAL BOARD 


Part-time (8 half-days weekly) 

CONSULTANT PAEDIATRICIAN 
Barrow and Furness Hospital Centre, with out- 
patient clinics at North Lonsdale Hospital, Bar- 
row, and Ulverston Hospital, and about 20 beds 
at the Devonshire Road Hospital, Barrow. Wide 
experience and higher qualifications essential, ap- 
pointee to live in or near Barrow Application 
forms from the Senior Administrative Medical Offi- 
cer to the Board, Cheetwood Road. Manchester, &. 
to be returned by August 17, 1956 (5863) 


THE UNITED BIRMINGHAM HOSPITALS 


The Children’s Hospital, 
Ladywood Road, Birmingham. 16 


Applications are invited for the post of 
SURGICAL REGISTRA 
non-resident, vacant September 1, 1956. Excelicnt 
opportunities exist for performance of paediatric 
surgery in close association with the Consultant 
Surgeons of the Teaching Hospital Preference 
will be given to candidates holding a higher 
qualification Residence in the Hospital will be 
required when the Resident Surgical Officer is 
absent Forms of application may be obtained 
from the House Governor. The Children’s Hospital, 
Ladywood Road, Birmingham, 16, and should be 
returned not later than July 25.--G. A. Phaip. 
Secretary to the Board of Governors. (5516) 


BIRMINGHAM (near), MARSTON GREEN 
MATERNITY HOSPITAL 
Berwicks Lane, Marston Green 
RESIDENT SENIOR HOUSE OFFICER 

in Paediatrics 

required for six months or one year from August 

1. (The latter to be recognized for D.C.H.) Duties 

in Premature Baby Unit (12 cots), in Neo-natal 

Department at above Hospital (121 beds), and in 

Neo-natal and Children’s Department at ncighbour- 

ing Hospitals. Previous Paediatric or Obstetric ex- 

perience desirable. Detailed applications to Group 

Secretary, Dudicey Road Hospital, Birmingham. 18 
(S581) 


MACCLESFIELD AND DISTRICT 
MANAGEMENT COMMITT 


Macclesfield Hospital, West Park mad 


Applications invited 
SENIOR HOUSE OFFICER Paediatrics 
Department is a busy one of 35 beds and 30 neo- 
natal cots and is recognized for purposes of 
in Child Health and provides invaiuable 
experience Apply immediately Group Secretary, 
Willerby House,” Cumberiang Street, Maccies- 


field. (5703) 
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MANCHESTER, 9, BOOTH HALL CHILDREN'S 
HOSPITAL, Blackley 


There are vacancies for 
2 SENIOR HOUSE OFFICERS, Surgical 

one With duties mainly on General Surgery and one 
with duties mainly on Orthonpacdics. These posts 
are recognized for the D.C.H. and tenure of a 
surgical post allows of prefermemt to the medical 
side later if desired. Applications with the usual 
particulars, and copics of two recent testimonials, 
to the Medical Superintendent as soon as possibic 

(8924) 


NOTTINGHAM CHILDREN’S HOSPITAL 
136 beds (Recognized for the D.C.H.) 


Applications are invited for the following post. 
The post is tenable for six months or a year by 
agreement 
RESIDENT SENIOR HOUSE OFFICER (Surgical) 
Applications with copies of two testimonials should 
be sent to the Sccretary, Nottingham Children’s 
Hospital, Chestnut Grove, Nottingham ($774) 


PRESTON AND CHORLEY — 
MANAGEMENT COMMITTE 


Preston Royal Infirmary (400 beds) 


SENIOR HOUSE OFFICER in Paediatrics 
Vacant September | Recognized for D.C.H 
Applications, with names of two referees, to the 
Group Secretary, Royal Infirmary, Preston, Lancs. 
(S704) 


SOUTH MANCHESTER H.M.C, 
Withington Hospital. Maach 20 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (Paediatrics) 
in the Obstetric Unit at Withington Hospital (over 
2,000 cases per annum), with some pacdiatric duties 
at other hospitals in the group Applications, 
Stating age. nationality, expericnce and the names 
of two referees to the Group Secretary, Withington 
Hospital, Manchester, 20 (5910) 


MEMORIAL HOSPITAL 
Shooters Hill, Woolwich, S.E.18 


eee HOUSE PHYSICIAN 
Recognized for D.C.H.) 

Vacant nema 20. Not pre-registration. The 
post entails routine ward and out-patient work as 
well as experience with neo-mates and includes 
general and casualty duties. Apply to Group 
Secretary, Memorial Hospital, Woolwich, S.E.18 

(5425) 


FARNBOROUGH HOSPITAL, Kent (800 beds) 


PAEDIATRIC HOUSE PHYSICIAN 
required September 10 Recognized for DCH 
Apply, stating age, marital state, qualifications 
(with dates), and experience, and naming three 
referees, to Administrative Officer by August 4, 


quoting reference P.H.P. (5857) 
HULL (A) GROUP HOSPITAL MANAGEMENT 
COMMITTEE 
Victoria for Sick Children, 

Park Street, Holl 


HOUSE SURGEON 
required for the above hospital from August 20, 
1956 Registration or pre-registration post Six- 
monthly term. Recognized for the D.C.H. quali- 
fication Salary according to National Scales 
Replies, with testimonials, should be sent to the 
Hospital Secretary (S775) 


TEES-SIDE HOSPITAL MANAGEMENT 
COMMITTEE 


General Hospital, Ayresome Greens 
Lane, Middlesbrough 

Applications are invited for the appointment of a 

HOUSE PHYSICIAN (Paediatrics) 

at the above Hospital. The Pacdiatric Unit is a 
very active one of 60 beds and cots for acute cases 
and a busy Out-patient Department The post 
is recognized for Pre-registration Service and also 
for the D.C.H. examination. Applications, stating 
age, qualifications, experience, and giving two names 
for reference, should be forwarded to the Hospital 
Secretary (Pr.5368) 


PATHOLOGY 
DUDLEY AND STOURBRIDGE GROUP OF 
HOSPITALS 


Middlesbrough 


WHOLE-TIME CONSULTANT PATHOLOGIST 
duties at Corbett Hospital, Stourbridge (106 beds), 
and other hospitals in the group. Higher qualifica- 
tion required and experience all branches of 
Pathology Must reside close proximity hospital. 
1S copies application. naming three referees to 
Secretary, B.R.H.B., 10, Augustus Road, Birming- 
ham, 15, before August 6, 1956. Candidates may 
visit hospital. (5741) 


IMPORTANT: Al! intending applicants 
should read the revised NOTICE at the 


top of page 25 
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Pathology —contd. 
NEWCASTLE REGIONAL HOSPITAL BOARD 


Newcastle-epon-Tyne Hospital Managem al 
Committee Area 


(Population 188,000) 
CONSULTANT PATHOLOGIST 


hole- time or part-time for a minimum of 9 
notional half days per week A larec new institute 
of Pathology at Newcastle General Hospi (783 
beds) is now almost complete and inc judes new 
hospital laboratory. an MRC labor ratory and the 
Regional Biood Transfusion Ceatre The pathology 
staff also cover the needs of a nearby mental 
hospita} of 1.188 beds The appointee will be 
required to live within the area of the Newcastic 
Hospital Management Committee group Further 
details of the appointment from the Sen.or Patholo 
gist General Hospital, Newcastic It is hoped that 
the person ppointed will have special interest in 
hac matology Applications, with names and ad 
dresses of three referees, to Senior Administrative 
Medica! Walker Gate Hospital. 
Road. Newcastic-upon-Tyne, 6, within 28 days 
(S731) 


MANCHESTER REGIONAL HOSPITAL BOARD 


WHOLE-TIME ASSISTANT PATHOLOGIST 
to the Wigan and Leigh Hospital Centre (main 
aboratories at the Royal Albert Edward Infirmary 
and Wigan and Leigh Infirmary) General experi 
ence essentia but special experience in bacteri 
Ology desirabic Su ssful candidate will work 
under gencra!l guidance of a sultant Applica 
tion fk Senior Adm. nistrative Medical 


wis from th 
Officer to the Board, Chectwood Road, Manchester 
&. to be returned July 31, 1956 (5862) 


MANCHESTER REGIONAL HOSPITAL BOARD 


Applications invited for the post of 
REGISTRAR IN PATHOLOGY 
The dutics will be with the Stockport and Buxton 


Hospital Managemen: Commitice and the successful 
candidate will work under the direction of the Con- 
sultant Group Pathologist The post is recognized 
for th Dipioma in Pathology Applications 
stating age. experience, and qualifications, togcther 
with copies of two testimonials, to be addressed 
to the Group Secretary. Stockport and Buxton 
H™M< S9B. Shaw Heath, Stockport, Cheshire 
(5799) 
BEVERLEY. 


YORKSHIRE, WESTWOOD 
HOSPITAL 


ASSISTANT PATHOLOGIST 

(Senior Howse Officer Grade) 
required im Arca Laboratory with attendance at 
Branch Laboratory, Drifficid. Offers cxpcrience al! 
branches of Pathology. Salary £745. Detailed an 
Plieations to Group Secretary ($323) 


BURY AND ROSSENDALE HOSPITAL 
MANAGEMENT COMMITTEE 


(Pathology) 

above resident 
experience 
Wilkinson 


SENIOR HOUSE OFFICER 
Applications are nvited for the 
post Ar statine age. qualifications 
nationality. and two referees. to H 
Group Secretary Bury General Hospital, Bury, 
Lancs (5507) 


LEICESTER GENERAL HOSPITAL 


Applications are invited for the post of 
SF NIOR HOUSE OFFICER (Pathology) 
vacant immediately Recognized for the D.Path. 
Applications, stating age, qualifications and ecx- 
per together with copies of recent testi- 
monials, to the Group Secretary, No. | Hospital 
Management Committce, The Leicester Royal 
Infirmary 


nee 


NOTTINGHAM, GENERAL HOSPITAL 


Applications invited for 
CLINICAL PATHOLOGIST 
(Senior Howse Officer Grade) 
dutiaa to commence on or about August 21 


in Pathology not essential. Op- 


Previous experience 
in all branches of Clinical 


portunities for training 


Patho'ogy are afforded in a department serving over 
1.200 beds Applications, stating names and ad- 
dresses of three referees, to be sent as soon as pos 
sible to the Group Secretary 15643) 
PHYSICAL MEDICINE 
UNITED OXFORD HOSPITALS 

Applications are invited. from medical prac- 

titioners suitably qualified in this speciality. for the 


post of whole-time 
ASSISTANT PHYSICIAN 

to the Department of Physical Medicine. The ap- 
pointment will be of consultant status and on a 
basis of divided sessions between the United 
Oxford Hospitals and the Oxford Regional Hospita! 
Board. with the greater number allocated to the 
United Oxford Hospitals (the precise arrange- 
ments are at present being negotiated) Regional 
commitments include work in peripheral clinics 
The appointment wil} be in accordance with terms 
and conditions of service of Hospital Medical and 


BRITISH MEDICAL JOURNAL 


(10 copies), with full 
and experience, and the 
should be sent to the 
Infirmary Oxford, to 
1956 ($742) 


Dental Staff. Applications 
particulars of qualifications 
names of two referees 
Administrator Radcliffe 
arrive not later than August 4 


PLASTIC SURGERY 
WELSH REGIONAL HOSPITAL BOARD 


SENIOR REGISTRAR in Oral Surgery 


based at Plastic Surgery. Jaw Injuries and Burns 
Centre, St. Lawrence Hospital, Chepstow (12 
Plastic Surgery, S0 Orthopacdic beds), occasional 


Consultant in full-time 
of Wales. Subject to 


visits clsewhere if required 


charge, hospital intakes most 

review end of first year Application forms from 
S$ A.M.O., Temple of Peace, Cathays Park, Cardiff 
within 14 days (8902) 


QUEEN VICTORIA HOSPITAL, East Grinstead 
Plastic Surgery and Jaw Injuries Unit 


Tunbridge Wells Group Hospital Management 
Committee 


RESIDENT HOUSE SURGEON 
required September 1, 1956. Appointment for six 
months, offering considerable opportun.ty to gain 
experience in plastic surgery and jaw injuries work 
Applications, stating age and names of three 
referees, to Hospital Secretary (5850) 


PSYCHIATRY 
BIRMINGHAM. ST. MARGARET'S HOSPITAL 
(1,491 beds) (and associated clinics) 


WHOLE-TIME CONSULTANT PSYCHIATRIST / 
DEPUTY MEDICAL SUPERINTENDENT 


Wide experience specialty /D.P.M. required. All 
modern methods rchabilitation mental defectives 
practised Resident, married quarters 15 copies 
application, naming three referees, to Secretary 
RHB., 10, Augustus Road. Birmirgham, 15 
before August 6, 1956 Candidates may visit 
hospital ($743) 


MANCHESTER REGIONAL HOSPITAL BOARD 


Part-time (8 hali-days wee 
LTANT CHIATRIST 
to the Burnicy Hospital Centre, also on the staff 
of Whitttingham (Mental) Hospital, near Preston 
for approximately three sesssions weckly Out- 
patient clinics at Victoria and General (121 psy- 
chiatric beds) Hospitals, Burnicy Wide experi- 
ence and higher qualifications essential, appointee 
to lve in ofr near Burnicy Application forms 
from the Senior Administrative Medical Officer to 
the Board, Cheetwood Road, Manchester, 8, to be 
returned by August 17, 1956 (5864) 


OXFORD REGIONAL HOSPITAL BOARD 


CONSULTANT PSYCHIATRIST 
(part-time. eight sessions) 

for the Child Guidance Service in 
hamshire Arca Duties mainly at Aylesbury and 
High Wycombe Two of the sessions will be 
concerned with Adult Psychiatry ia conjunction with 
St John’s Hospital, Stone (805 beds) The 
Buckinghamshire County Council may be prepared 
to offer the successful candidate an additional con- 
tract for approximaicly two sessions a week as a 
Preventive Psychiatrist in their Child Welfare 
Service on a similar salary scale Applications 
(twelve copies), stating age, qualifications, cx- 
perience. and the names of three referees. should 
reach the Secretary, 43. Banbury Road, Oxford, by 
August 31, 1956 (5319) 


CHEDDLETON, ST. EDWARD'S HOSPITAL 


WHOLE-TIME ASSIST ANT PSYCHIATRIST 
1,575 to £2,025 per annum), experience specialty 
required Resident, house availabie 18 copies 
application, naming three referees, to Secretary, 
Birmingham R.H.B., 10. Augustus Road, Birming- 


the Buckineg- 


ham, 15, before August 6, 1956. Candidates may 
visit hospital (5744) 
SOUTH-EAST METROPOLITAN REGIONAL 


HOSPITAL BOARD 


Applications are invited for an appointment as 


Part-ume 
ASSISTANT PSYCHIATRIST 
to undertake 4 notional half days a week for child 
guidance work at the Chisichurst Child Guidance 
Clinic, The Willows. Red Hill, Chislehurst, Kent, 
which is administered by the Kent County Council 
Previous experience of child guidance is cssential 
and possession of a higher qualification is desir- 
able Salary within the scale £1,575 by £50 to 
£2,025 Applicants may visit the clinic Apply. 
Stating nationality, age, sex, qualifications and ¢x- 
perience, including details of present appointment 
and of war service, together with the names and 
addresses of three referees to: The Secretary, 
Advisory Appointments Committec. South-East 
Metropolitan Regional Hospital Board, 11, Port- 
land Place, W.1, by August 4, 1956. ($706) 


at 


JuLty 21, 1956 


SHEFFIELD REGIONAL HOSPITAL BOARD 


WHOLE-TIME SENIOR ASSISTANT 
PSYCHIATRIST 

for Rauceby Hospital Sleaford. House available 
on hospital estate. Salary scale £1,575 by £50 to 
Application forms and further details from 
Administrative Medica! Officer. Shefficid 
Hospital Board, Old Fulwood Road, 
Forms to be returned by August 18, 1956. 
(S745) 


£2,025 
Senior 
Regional 
Shefficid 


SOUTH-WESTERN REGIONAL HOSPITAL 
BOARD 


Exeter Clinical Area 


Applications are invited for the appointment of 
ASSISTANT PSYCHIATRIST 

at Digby-Wonford Hospital, Exeter (577 beds). The 
appointment wil] be on a whotle-time basis in the 
Senior Hospital Medical Officer grade. The success- 
ful candidate will work under the gencral direc- 
tion of the Medical Superintendent of Digby-Won- 
ford Hospital. The post is a new one and the 
candidate appointed will be required to be resident 
at Wonford in order to afford Hospital cover. The 
residential accommodation is under review and 


candidates should write to the Medical Superin- 


tendent for information stating their requirements. 
Twelve copies of applications, stating date of birth, 
qualifications and experience, together with the 
names and addresses of two referees, should be 
sent to the Secretary of the Regional Hospital 
Board. 2 Tyndalis Park Road. Bristol, 8. not 
later than August 18, 1956 (5938) 


LEEDS REGIONAL HOSPITAL BOARD 
REGISTRARS IN PSYCHIATRY 


Clifton Hospital. York (1,100 beds) 
Resident or Non-resident. 
(ii) Menston Hospital, Near Leeds. (2.500 beds) 


Resident 
If desired. fa 
will be provided if 


ities for attending Leeds University 
the sucoessful candidates are 


studying for the D.P.M. Applications, stat ng age, 
qualifications and details of present and previous 
appointments (with dates), together with the 
names and addresses of three referees. to the 
Secretary, The Joint Registrars Committee, Park 
Parade, Harrogate, by July 27, 1956 (5320) 
NORTHERN REGIONAL HOSPITAL BOARD 


(Scotland) 


Applications are invited for the whole-time post 


of 
SENIOR REGISTRAR in Psychiatry 


at Craig Dunain Hospital, Inverness. Married 
quarters available. Forms of application and fur- 
ther particulars may be obtained from the under- 
signed, with whom applications should be lodged 
by August 20, 1956 M. Fraser, M.D., Secretary 
and Administrative Medical Officer, Office of the 
Northern Regional Hospital Board, Raigmore, 
Inverness (5835) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


REGISTRAR 
required at Cell Barnes Hospital, St. Albans, Herts. 
This is a modern hospital where 895 mental defec- 
tives of all types and ages are under care Ap- 
proved for D.P.M Hospital may be visited by 
direct appointment. Application forms obtainabie 
from. and returnable to. Group Secretary, Hospital 


Management Committee. Harperbury Hospital. St. 

Albans. Herts, by August 1, 1956 (5882) 

NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


WHOLE-TIME PSYCHIATRIC REGISTRAR 


required at Hill End Hospital, St. Albans. Herts. 
Duties involve work in the mental wards and 
neurosis unit. Hospital may be visited by direct 


Application forms obtainable from, 
Secretary. Mid-Herts Group 
Committee, Bleak House, 
Albans, by August 3, 1956. 
(5373) 


REGIONAL 


appointment 
and returnable to, 
Hospital Management 
Catherine Street, St 


SOUTH-EAST METROPOLITAN 
HOSPITAL BOARD 


Applications are invited for an appointment as 
whole-time 
REGISTRAR IN PSYCHIATRY 

to fill a vacancy in the approved traince establish- 
ment at Bexicy Hospital, Dartford Heath, Bexiey, 
Kent. Previous experience in Genera] Medicine is 
desirable. The appointment will be in accordance 
with the Terms and Conditions of Service of 
Hospital Medical and Dental Staff (England and 
Wales), and will be for one year in the first 
instance. Applications, giving particulars of age, 
qualifications and experience with relevant dates, 
together with the names and addresses of two 
referees, to be sent to the Secretary, Registrars 
Committee, South-East Metropolitan Regional 
Hospita] Board, 11. Portland Place, W.i, not later 
than August 4, 1956. (5708) 


meer 


21, 1956 
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Psy chiatry—contd. 
SHEFFIELD REGIONAL HOSPITAL BOARD 


WHOLE-TIME SENIOR REGISTRAR 
in Psychiatry 

required for Middlewood Hospital, Sheffield (2.098 

D.P.M. essential. House available Ap- 
pointment for one year in the first instance, review- 
able annually Opportunity for research and ex- 
Derience in the special branches of psychiatry 
available in the hospital area. Application forms 
and further details obtained from Senior Adminis- 
trative Medical Officer. Shefficid Regional Hospital 
Board. Old Fulwood Road, Shefficld. Forms to be 
returned by August 6, 1956 (8707) 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Psychiatric Registrars Training Scheme 


Applications are invited for the appointment of 
REGISTRAR 

for six months’ periods at the Hospitals Knowle 
Fareham ; Coldeast, Sarisbury. near Southampton 
St. James’, Portsmouth, and Moorgreen, Southamp- 
ton, in succession. These appointments afford wide 
experience in the treatment of ail forms of 
nervous and mental disorder, including cases admit- 
ted to the Observation Ward at Moorgreen 
Hospital. and in mental deficiency In addition 
there are special opportunities for experience in 
the Department of Child Psychiatry (in-patients 
and out-patients) in electro-encephalography and 
in neurology at St. James’ Hospital. The appoint- 
ment will be tenable from October 1. 1956. Salary, 
etc.. in accordance with the agreed terms and con- 
ditions of service for Hospital Medical Staff. For 
fesidents appropriate charges are made for full 
residential amenities Candidates may visit the 
hospitals by appointment with the Physicians 
Superintendent Applications to the Group 
Secretary, Knowle Hospital Management Com- 
mittee, Knowle Hospital, Fareham, Hants, and five 
copies should be sent to him within two weeks of 
the appearance of this advertisement (S709) 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Applications are invited for appointment as 
PSYCHIATRIC REGISTRAR 
at Belmont Hospital, Sutton, which is principally 
concerned with the treatment of neuroses and the 
early psychoses. There are ample opportunities for 
research and the hospital, which is recognized for 
the D.P.M., takes an active part in tcaching in 
association with teaching hospitals. Candidates may 
visit the hospital by appointment with the Physician 
Supcrintendent. Application forms may be obtained 
from the Group Secretary. Group Office, Belmont 
Hospital. Brighton Road, Sutton, Surrey, and com- 
pleted forms (five copies) should be returned to 
him within two weeks of the appearance of this 
advertisement (5644) 


WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following ap- 
pointment, which will be for one year in the 
first instance : 

REGISTRAR IN PSYCHIATRY 

based at Hawkhead Mental Hospital, Glasgow 
Applications (12 copies). stating date of birth, 
qualifications, experience, present appointmert and 
ithe names of three referees, to reach the Secretary, 
Western Regional Hospital Board. 64, West Regent 
Street. Glasgow, C.2. by August 4, 1956. These 
appointments are subject to the National Health 
Service (Scotland) (Superannuation) 

(S823) 


WIGAN AND LEIGH HOSPITAL 
MANAGEMENT COMMITTEE 


REGISTRAR IN PSYCHIATRY 
(resident or non-resident) 
to assist Consultant Psychiatrist Main centre— 
Billinge Hospital. Active Psychiatric Unit. Modern 
treatment Over 300 admissions annually Post 
recognized for D.P.M Good training facilities 
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ABERGAVENNY, PEN-Y-VAL HOSPITAL 
Vale of Usk Hospital Management Conmnittee 


Applications are invited for the post of 
JUNIOR HOSPITAL MEDICAL OFFICER 
Salary according to national scales. Small house 
available. Experience in psychiatry not essential 
Applications, stating age. nationality qualifications 
and present appointment, together with the names 
of two referees, to be forwarded immediately to the 
Medical Superintendent, Pen-y-val Hospital, 
Abergavenny, Mon (S484) 


BEVERLEY, YORKSHIRE, BROADGATE 
HOSPITAL 


JUNIOR HOSPITAL MEDICAL OFFICER 

Progressive Mental Hospital of 600 beds with 
O.P. clinics at general hospitals. Facilities for 
D.P.M. course at Leeds University. Self-contained 
flat available. Candidates may visit hospital by 
appointment with Physician-Superintendent. Ap- 
plications to Group Secretary, Westwood Hospital. 
Beverley, E. Yorks. (5710) 


BIRMINGHAM, RUBERY HILL HOSPITAL 
(950 beds) 


JUNIOR HOSPITAL MEDICAL OFFICER 
required, resident or non-resident, male or female 
Valuable experience provided in the investigation, 
diagnosis and treatment of all forms of psychiatric 
illness D.P.M. Course, Birmingham University 
Previous post-graduate psychiatric experience not 
essential. Ministry of health terms and conditions 
of service Applications, stating name, age. 
nationality, qualifications, experience. and providing 
the names of three referees, to be sent as soon as 
possible to the Group Secretary, Offices of the 
Hospital Management Committee, Rubery Hill 
Hospital, Birmingham (S711) 


DEVIZES, WILTS.. ROUNDWAY HOSPITAL 
(For Nervous and Mental Diseases-1,334 beds) 
Applications are invited for the appointment of a 
JUNIOR HOSPITAL MEDICAL OFFICER 
for duty at the above Mental Hospital. All forms 
of modérn treatment available, including Insulin 
Unit and Out-patient Clinics at three General 
Hospitals. Salary, £775 per annum, rising by £50 
to £1,075 per annum. Accommodation for a single 
man, for which £150 per annum will be charged, or 
furnished house for a married man available at a 
remt of £3 per week plus rates. Applications, giv- 
ing mames and addresses of two referees, wo the 
Medical Superintendent as soon as possibic. (5645) 


EXETER, DIGBY-WONFORD HOSPITAL 
577 (mental) beds 


JUNIOR HOSPITAL MEDICAL OFFICER 
required. Previous psychiatric experience advisable, 
but not essential if candidate has good general ex- 
perience. Facilities for study for D.P.M. Salary 
scale £775 by £50 to £1,075. Small flat available 
for single or married officer, at Digby Hospital. but 
unsuitable for ¢hildren Whiticy Council terms 
and conditions gf service. Applications, giving agc. 
nationality, qualifications and experience, with 
names of two referees, to Group Secretary, Devon 
Mental Hospital Management Committee, Ex- 
minster Hospital, Near Exeter, as soon as possible 

(5646) 


LEEK (near), STAFFS, ST. EDWARD'S 
HOSPITAL, Cheddleton 


JUNIOR HOSPITAL MEDICAL OFFICER 

Previous experience not essential. This Hospital 
offers opportunities for gaining experience in all 
branches of Psychiatry Terms and conditions of 
service will be as approved for hospital medical 
staff employed in the National Health Service 
Salary £775 by £50 to £1,075 Single furnished 
quarters, or unfurnished house on Hospital Estate 
available for a married man. Applications as soon 
as possible to “ The Medical Superintendent.” 


BIRMINGHAM, 18 ALL SAINTS’ HOSPITAL 


SENIOR HOUSE OFFICER 
(mate or female) (resident) 
required The hospital is associated with the 
University of Birmingham for teaching of 
Psychiatry. Training for Diploma in Psychological 
Medicine provided Applications, stating age and 
qualifications, to the Medical Superintendent 
(5779) 


THE UNITED NEWCASTLE-UPON-TYNE 
HOSPITALS 


Applications are invited for the non-resident ap- 

pointment of 
SENIOR HOUSE OFFICER 

to the Department of Psychologica! Medicine 
at the Royal .Victoria Infirmary The successful 
candidate will have opportunity for clinical ex- 
perience in in-patient and out-patient work under 
the direction of the head of the department and 
he will also be responsible for cmergency duty as 
required. The appointment is for one year and 
will be subect to the terms and conditions of 
service of hospital medical staff. Applications, giv- 
ing full details, and the names and addresses of 
three referees, should be sent to the undersigned 
within two wecks of the appearance of this 
advertisement..-A. W. Sanderson, House Governor 
& Secretary, Royal Victoria Infirmary, Newcastie- 
upon-Tyne. (5822) 


RADIOLOGY 


HOSPITAL OF ST. JOHN & ST. ELIZABETH 
60, Grove End Road, London, N.W.8 


Applications are invited for the post of 
HONORARY ASSISTANT RADIOLOGIST 
(diagnostic) 


for a minimum of 4 to § sessions weekly. Candi- 
dates must have a Diploma in Radiology. Thirty 
copies of the application should be sent to the 
undersigned on or before August 30, 1956. Testi- 
monials are not required, but the names of three 
persons willing to act as referees should be 
furnished.—Sister Mary Clare, Secretary (5624) 


OXFORD REGIONAL HOSPITAL BOARD 


CONSULTANT RADIOLOGIST 
(whole-time or maximum part-time) 
to the hospitals of the Reading Arca. The Con- 
sultant will shate in the Radiological service 
centred on ‘ve Royal Berkshire Hospital (339 beds) 
with peripheral departments at six other hospitals. 
Applicants must hold the D.M.R. of equivalent 
and a higher qualification in medicine or surgery is 
desirable Applications (10 copies). stating age, 
qualifications, experience, and the names of three 
referees, should reach the Sccretary, 43, Banbury 
Road, Oxford by September 1, 1956 (S712) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


WHOLE-TIME ASSISTANT RADIOLOGIST 
for Derbyshire Royal Infirmary, to work under the 
direction of the Consultant Radiologist-in-Charge 
Candidates should possess a Diploma in Radiology 
Salary scale £1,575 by £50 to £2,025. Application 
forms and further details from Senior Administra- 
tive Medical Officer, Shefficld Regional Hospital 
Board, Old Fulwood Road, Shefficid, 10. Forms to 
be returned by August 11, 1956 (5397) 


ST. MARY’S HOSPITAL. W.2 


Applications are invited for the post of whole- 


SENIOR REGISTRAR 

to the Diagnostic Radio ogical Department of St 
Mary's Hospital. The appointment is for a first 
period of twelve months with effect from October 
1. 1956 ; rernuneration to be at “ Senior Registrar “ 
rates, Applications, stating nationality, date of 
b rth. permanent address, qualifications, with dates, 
details and Nationa} Health Service gradings of 
previous and present appointments. together with 
the names and addresses of three referees, should 
reach Alan Powditch, House Governor, not later 


lic ; ith of two referees, to 
House. Wigan. (S559) (S283) than July 31, 1956, (5438) 
sto’ i lin 
Edinburgh, Glasgow, Birmingham, Bri 1, Cardiff, Ow " 
AGENCY LTD. Leeds, Manchester, Newcastle 


MEDICAL INSURANCE 


G nerol Manage’ 
AN Dixon, 


TAVISTOC 


Euston 


Chorrmen 


james Fenton. CBE, MD. 
B.M.A. HOUSE, 


elephone 
RPLUS TO 


ALL SU 


Henry Robinson, MD 
K $@., LONDON, WC! 
6031 (7 lines) 

CAL AND DENTAL 


tor 
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CHARITIES 
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INDEPENDENT, 


puRCHASE 


100% in suitable cases 
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Radiology —contd. 


NORTH-WEST METROPOLITAN REGIONAI 
HOSPITAL BOARD 


REGISTRAR IN RADIOLOGY 
XM-ray Diagnostic Department required at Royal 
Northern Hospital Hospital may be visited by 
direct: appommtment Application forms obtainable 
from, and returnable to, the Secretary Royai 
Northern Hospital, Holloway Road, London, N.7 
by July 31, 1956 (S892) 


ST. MARY'S HOSPITAL, Paddingtos, W.2 


Applications are invited for the post of 


REGISTRAR 
to the Radiologs par 
possession of the Diploma im Radiwiogy is 
eascntial 
The appointment is for a first period of twelve 
months, with effect from September |, 1956; re 
muncration to be at “ Registrar rates 
Applications, stating nationaiity, date of birth 


permancnt address, qualifications with dates, details 
and National Health Service gradings of previous 
and present appointments, together with the names 
and addresses of three referees. should reach Alan 
Powditch, House Governor, not later than August 
7. 1956 (S912) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


REGISTRAR IN RADIOLOGY 
required for the Watford and District Peace 
Memorial Hospital Post recognized for the 


DMRD Hospital may be visited by direct ap- 
pointment Post vacant immediatcly Application 
form obtainable trom, and returnable to. the 
Secretary, West Herts Group Hospital Management 
Committee Rickmansworth Road Watford, 
Herts, by mot la*er than 10 days after the appear- 
ance of this advertisement (5836) 


THE BOARD OF GOVERNORS OF THE 
UNITED BRISTOL HOSPITALS AND THE 
SOUTH-WESTERN REGIONAL HOSPITAL 
BOARD 


Applications are invited by the above Boards for 

the joint appointment of 
SENIOR REGISTRAR in Radiodiagnosis 

to the North Gloucestershire Clinical Area. The 
appointment will be held for one year in the first 
instance, but may be renewed thereafter on an 
annual basis The successful candidate will be 
appointed to work for the first year mainiy at 
Cheltenham General, Eye and Children’s Hospital 
but will be required to visit other hospitals in the 
clinical area as determined by the Regional Board 
from time to time Applications, stating date of 
birth. qualifications and cxperience, together with 
the mames and addresses of two referees, should 
be sent to the Secretary of the Regional Hospita! 
Board, 27, Tyndalls Park Road, Bristol, 8 not 
later than August 15. 1956 (S814) 
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WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following appoint- 
ment. which will be for ome year in the first 
mstanc 

SENIOR REGISTRAR in Radiotherapy 
based at the Western Infirmary, Glasgow Ap- 
plication (12 copies), stating date of birth, 
qualifications, cxpericnce, present appomtment, and 
the names of three referees, to reach the Secretary, 
Western Regional Hospital Board, 64, West Regent 
Strect, Giasgow, C2, by August 4, 1956 These 
appointments are subject to the National Health 
Service (Scotland) (Superannuation) Regulations 

(5824) 


LIVERPOOL RADIUM INSTITUTE 
werpool, 7 


Applications are invited for a resident post in the 
JUNIOR HOSPITAL MEDICAL OFFICER 
atade. Salary scale £755 by £50 to £1,075 accord- 
ing to experience. This appointment is particularly 
valuable to Practitioners who contemplate adopting 
Radiotherapy as a special carecr On the other 
hand, it provides an excellent opportunity for 
studying for a higher qualification cither in medicine 
or m surecry Applications, giving particulars of 
age and experience, together with names and 
addresses of two referees. should reach the Medical 
Director as soon as «5874) 


RHEUMATOLOGY 
LEEDS REGIONAL HOSPITAL BOARD 


REGISTRAR IN GENERAL MEDICINE 
Regional Rheumatism Centre, Harrogate, 240 
beds (9 sessions) and Rheumatism Clinic, General 
Infirmary, Leeds (2 sessions), Resident at the Royal 
Bath Hospital, Harrogate Applications, stating 
age. qualifications and details of present and 
previous appointments (with dates), togcther with 
the names and addresses of three referees. to the 
Secretary. The Joint Registrars Committee, Park 
Parade, Harrogate. by July 27. 1956 (5324) 


BATH HOSPITAL MAN mongatied COMMITTEE 


Applications are invited from registered Medical 

Practitioners for the post of 
HOUSE PHYSICIAN 
(Senior House Office Grade) 

at the Royal National Hospital for Rheumatic 
Diseases, attached to which is the Rheumatic 
Research Unit of the South-Western and Oxford 
Regions Applications, stating, age. qualifications 
and experience, with three testimonials, should be 
forwarded to Group Secretary, Manor Hospital, 
Combe Park. Bath. The Hospital is recognized for 
Part Il of the Diploma in Physical Medicine. (5647) 


SURGERY 


THE UNITED LIVERPOOL HOSPITALS 


Applications are invited for a post of 
REGISTRAR IN RADIOLOGY 
for the period October 1, 1956, to September 
1957 Annual re-appointment thercafter until com 
pletion of the normal period of training will be 


considered without need for further application 
Apply by August 4. 1956. on form obtainabic 
from the Secretary, 80, Rodney Street, Liverpool. t 

«5837) 


RADIOTHERAPY 
WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the ‘ollowing ap- 
pomtment 

WHOLE-TIME ASSISTANT RADI THERAPIST 
based at the Western Infirmary. Giasgow. with 
duties at other baspitals as may be required by the 
Regional Radiotherapy Service. Salary (at age 32 
and over) on the scale £1,575 by £50 to £2,025 
Applications (16 copies), stating date of birth 
qualifications. experience, present appointment, and 
the names of three referees. to reach the Secretary 
Western Regional Hospital Board, 64. West Regent 


Street. Glasgow, C.2, not later than W days after 
the publication of this advertisement These ap- 
pointments are subject to the National Health 


Service (Scotland) (Superannuation) Regulations 
(5939) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


Sheffield National Centre for Radiotherapy 


Whole-time non-resident 
SENTOR REGISTRAR 


required Candidates should possess the diploma 
in Radiotherapy or a higher qualification in 
Medicine of Surgery Duties mainly in Shefficid 


Occasional duties at associated 
Appointment for one year 
Apply to 


but there may be 
centres in the region 
im first instance, reviewable annually 
Secretary, Shefficid Regional Hospital Board, Oi 
Fulwood Road. Shefficid. by August 18. 1956, giv- 
ime aac nationality qualifications, present and 
previous appointments (with dates), naming three 
referees ($732) 


MANCHESTER REGIONAL HOSPITAL BOARD 


Part-time (8 half-days) 
CONSULTANT SURGEON 
to the Burnley Hospital Centreg mainly at the 
Victoria and General Hospitals, Burnicy, but with 
duties at Recdyford Hospital, Nelson, and Hart- 
ley Hospital, Coline. Wide experience and higher 
qualifications essential, appointee to live in oF near 
Burnicy Application forms from the Senior Ad- 
ministrative Medical Officer to the Board. Cheet- 
wood Road, Manchester, 8, two be returned by 
August 10. 1956 (5865) 


NORTHERN REGIONAL HOSPITAL BOARD 
(Scotland) 
Applications are invited for the post of part-time 
CONSULTANT IN GENERAL SURGERY 
(8 notional half-days 

at the Lewis Hospital, Stornoway. A suitable 
house is available. Schedules of application and 
further particulars may be obtained from the under- 
signed. with whom applications should be lodged 


by August 20, 1956.—A Fraser, M.D., Secre- 
tary and Administrative Medical Officer Office 
of the Northern Regional Hospital Board, Raig- 
more, Inverness (5838) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


PART-TIME CONSULTANT GENERAL 
SURGEON 
half-days per week required 
and City General Hospitals, 
Shefficid Application forms and further details 
from Senior Administrative Medical Officer. 
Shefficid Regional Hospital Board. Old Fulwood 
-— Shefficid, forms to be returned by August 
(S377) 


HOSPITAL, Lower Common, §.W.15 
South. West Metropolitan Regioasi Hospital Board 


SURGICAL REGISTRAR (resident) 
for 1 year in first instance from early October. 
1956. Holder required as part of his duties to act 
as Group Admissions Officer, alternate periods of 


for cight notional 
for the Wharncliffe 
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3 months. Deduction of £180 per annum for board, 
lodging. etc Forms of application, to be returned 
completed within 14 days of this advertisement, from 


Secretary, Battersca & Putney Group Hospital 
Management Committee, 54, Upper Richmond 
Road, S.W (5661) 


BIRMINGHAM REGIONAL HOSPITAL BOARD 
1. Coventry Group Ne. 20. Stoney Stanton Read, 
REGISTRAR, 


for Guison Hospital (312 beds, 79 General Surgery). 
Recognized F.R.C.S. Expericnce specialty essential. 


Resident. Married accommodation availabic 
2. (a) Dudiey & Stourbridge Group, Guest Hospital, 
Dudiey 
REGISTRAR, General 
for Wordsiey Hospital (478 beds). Experience 
specialty essential. Higher qualification desirabic. 
Resident. Vacant September 


(b) REGISTRAR, General Surgery 
for Guest Hospital (154 beds). Experience specialty 
essential. Higher qualification desirabic. Resident. 
Application forms. from Group Secretaries, to be 
returned before July 30, 1956. Candidates may 
visit hospitals (5733) 


EAST ANGLIAN REGIONAL HOSPITAL 
BOARD 


SURGICAL REGISTRAR 
West Suffolk General Hospita Bury St. 
Edmunds (285 beds). Duties include work in 
Orthopaedic Department Post recognized for 
FRCS Furnished flat available. Appointment 
for one year, renewable for second year. Applica- 
tions, stating age, experience, and the names of 
three referees, to Board's Senior Administrative 
Medical Officer, 117, Chesterton Road, Cambridge, 


by August 6, 1956 Candidates invited to visit 
hospital by direct arrangement with H.M.C. 
Secretary at the Hospital (S713) 


EASTERN REGIONAL HOSPITAL BOARD, 


Arbroath Infirmary —< General Surgery 


Applications are invited for the post of 

SENIOR REGISTRAR in General Surgery 
at Arbroath Infirmary (105 beds—40 general sur- 
gical). This is a “ transitional " post and a higher 
surgical qualification and previous experience are 
essential. Salary £1,400 per annum. Modern house 
available to rent, if required. Further par- 
ticulars and forms of application from the Secre 
tary to the Board. 430. Blackness Road. Dundee, 
with whom applications must be lodgcd not later 
than August 18, 1956 (5800) 


LEEDS REGIONAL HOSPITAL BOARD 


REGISTRAR IN GENERAL SURGERY 
Hull Royal Infirmary (80 General Surgical Beds) 
and other Hospitals in the Hull (A) Group. Duties 
those of R.S.O. and includes additional duties in 
the Casualty Department. Applications, stating 
age. qualifications, and details of present and 
Previous appointments (with dates), together with 


the names and addresses of three referees. to the 
Secretary. The Joint Registrars Committee, Park 
Parade, Harrogate, by July 27 (5325) 


LIVERPOOL REGIONAL HOSPITAL BOARD 
Southport General Infirmary 


Applications are invited for the post of 
SURGICAL REGISTRAR 
with duties at the above hospital. The post is 
recognized for the F.R.C.S. Forms of application 
from. and to be returned to. Dr. T. Lioyd Hughes, 
Senior Administrative Medical Officer, Liverpool 
Regional Hospital Board, 19, James Street, Liver- 
pool, 2. to be received not later than August 4, 
1956.~Vincent Collinge, Secretary to the Board 
(5875) 


LIVERPOOL REGIONAL HOSPITAL BOARD 
Victoria Central Hospital, Wallasey 


Applications are invited for the post of 
SURGICAL REGISTRAR 
with duties at the above hospital. Forms of 7 


plication from. and to be returned tw, 
Lioyd Hughes, Senior Administrative Medical 
Officer, Liverpool Regional Hospital Board, 19, 


Liverpool, 2. to be received not later 
than August 4, 1956.—Vincent Collinge, Secretary 
to the Board (5876) 


MANCHESTER REGIONAL HOSPITAL BOARD 
Bury and Rossendale Hospital Management 
Committee 


James Street, 


Applications are invited for 
REGISTRAR IN SURGERY 
at Bury Gencral Hospital, the post falling vacant 
at the end of August. Post recognized for F.R.C-.S. 


Applications. together with the names of two 
referces, should be sent to the undersigned.—H. 
Wilkinson Group Secretary, Bury General Hos- 
pital, Bury, Lancs. (5785) 

21, 1956 
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Surgery—contd. 
NEWCASTLE REGIONAL HOSPITAL BOARD 


H 
REGISTRAR SURGEON 
whole-time, resident, or non-resident to reside in 
Middicsborough. Single accommodation available. 
Post recognized for F.R.C.S 
2. Gateshead Hospital Management C 
REGISTRAR SURGEON 
whole-time, resident, at Dunston Hill Hospital. 
Single accommodation available 
Applications, with names and addresses of three 
referees, to Senior Administrative Medical Officer, 
Walker Gate Hospital, Benficid Road, Newcastle- 
upon-Tyne, 6, within 14 days. (S734) 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 
(West Dorset Group Hospital Management 
Committee) 
Applications are invited for the post of 
SURGICAL REGISTRAR (Registrar Grade) 
at Dorset County Hospital. Dorchester. Salary ac- 
cording to experience, with a deduction at the rate 
of £160 per annum for residence. Canvassing will 
disqualify, but hospital may be visited by arrange- 
ment Application form, obtainable from Group 
Secretary, West Dorset Group H.M.C., Damers 
Road. Dorchester, Dorset, to be returned by 
Monday. July 30. 1956 (S911) 


THE BOARD OF GOVERNORS OF THE 


UNITED BRISTOL HOSPITALS AND THE 
SOUTH-WESTERN — HOSPITAL 
ARD 


Applications are invited by the above Boards for 
the joint appointment of 
REGISTRAR IN GENERAL SURGERY 
The appointment will be held for one year in the 
first instance and be renewable for a further year. 
The successful candidate will be appointed to work 
for the first year mainly at Torbay Hospital. 
Torquay. and at Newton Abbot Hospital, but may 
be required to undertake sessions in other hospitals 
in the Group. Applications, stating date of birth. 
qualifications and experience. together with the 
Names and addresses of two referees. should be sent 
to the Secretary of the Regional Hospital Board. 
27. Tyndalls Park Road, Bristol, 8, not later than 
August 15, 1956 (S815) 
THE BOARD OF GOVFRNORS OF THE 
UNITED BRISTOL HOSPITALS AND THE 
SOUTH-WESTERN BOARD HOSPITAL 
AR 


North Gloucestershire Clinical Area 


Applications are invited by the above Boards for 

the joint appointment of 
REGISTRAR IN GENERAL SURGERY 

The appointment will be held for one year in the 
first instance, and be renewable for a further year. 
The successful candidate will be appointed to work 
for the first year mainly at Cheltenham Genera! 
Eye and Children’s Hospital, but may be required to 
undertake duties in other hospitals in the area 
Applications, stating date of birth. qualifications 
and experience, together with the names and ad- 
dresses of two referees, should be sent to the 
Secretary of the Regional Hospital Board, 27. 
Tyndalis Park Road, Bristol. 8. not later than 
August 15. 1956 (5816) 


WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited “for the following ap- 
pointments, which will be for one year in the 
first instance 

FOUR REGISTRARS IN SURGERY 
based at the Royal Infirmary, Glasgow. for duties 
on a rotational basis within the surgical. ortho- 
pacdic and special surgical units Applications 
(12 copies). stating date of birth, qualifications. ex- 
perience, present appointment, and the names of 
three referces, to reach the Secretary, Western 
Regional Hospital Board, 64, West Regent Street, 
Glasgow. C.2. by August 4, 1956. These appoint- 
ments are subject to the National Health Service 
(Scotiand) (Superannuation) Regulations (5825) 


STOKE-ON-TRENT, HOSPITAL 


RESIDENT SU RGICAL. OFFICER U.HM.O.) 
required. Post vacant carly August. Applications, 
with full details and copy testimonials, to Group 
Secretary. Stoke-on-Trent H.M.C.. Princes Road, 
Stoke-on-Trent, as soon as (S381) 


COLINDALE HOSPITAL 
Colindale Avenue, London, N.W.9 (300 beds) 


SENIOR HOUSE OFFICER 
resident when on duty, required to assist in 
thoracic, orthopacdic and genito-urinary surgery 
Apply. stating age. qualifications and experience, 
and giving the names and addresses of two referees, 
to Group Secretary, Hendon Group Hospital 
Management Co , Edgware General Hospital, 
by August 4, 1956. ($925) 
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CARDIFF HOSPITAL MANAGEMENT 
COMMITTEE 


SENIOR HOUSE OFFICER 
required immediately at Barry Accident and Surgical! 
Hospital. Staffed by whole-time Consultant Surgcon 
and Senior Casualty Officer. Excelient experience 
given in general surgery. Form of application from 
Group Secretary, C.H.M.C., 44, Cathedral Road, 
Cardiff (5398) 


CLWYD Al! DEESIDE HOSPITAL 
MANAGEMENT COMMITTEE 


Royal Alexandra Hospital, Rhy! 


Applications are invited for appointment, as 

from August 1, 1956, of 
SENIOR HOUSE OFFICER (Surgery) 

at the above Hospital. Applications, stating age. 
qualifications and experience, with copies of two 
recent testimonials, to be sent to the Group 
Secretary, Rhianfa.”’ Russel) Road, Rhyl, within 
10 days from the date of publication of this 
advertisement (5648) 


COVENTRY, GULSON HOSPITAL (312 beds) 
SENIOR HOUSE OFFICER or HOUSE 
OFFICER (pre-registration) General 
(79 beds) 
Recognized F.R.C.S. Residemt. Applications to 
Secretary, Group 20 Hospital Management Com- 


mittee, Coventry & Warwickshire Hospital, 
Coventry (S714) 


GLASGOW, S.W.1, SOUTHERN GENERAL 
HOSPITAL 


SENIOR HOUSE OFFICER in Surgery 
Write to Sceretary, Board of Management for 
Glasgow South-Western Hospitals, 1301, Govan 

Road. Giasgow. S.W.1, naming two 
(S801) 


GRIMSBY HOSPITAL MANAGEMENT 
COMMITTEE 
Scartho Road Hospital 

RESIDENT HOUSE OFFICER (Surgical) 
required (Pre-registration or Senor House Officer 
Grade) for duties in acute surgical unit of 43 beds, 
modern theatre and O.P. Dept. Offers excellent ex- 
perience of all types of general surgery. Well 
equipped library availabic. Applications, with 


names of two referees, to Hospital Secretary. 
(S715) 


HOSPITAL MANAGEMENT COMMITTEE No. 9 
WAKEFIELD A GROUP 


The General Hospital, Park Lodge Lane, Wakefield 
(158 beds) 


OFFICER 
(S.H.0. 

required at the above hospital Post vacant im- 
mediately Salary and conditions of service in 
accordance with national recommendations Ap- 
plication should be made to the Group Secretary. 
113, Northgate, Wakeficid (5735) 


KINGSTON GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Kingston Hospital, Wolverton Avenue, 
Kingston-upon- Thames 


Applications are invited from suitably qualified 
medical officers for the post of 

SENIOR HOUSE OFFICER (General Surgery) 
which is available on September 1, 1956, and 
recognized for F.R.C.S. purposes Applications, 
stating age. qualifications and experience, with 
two testimonials, should reach the Physician Super- 
intendent of the hospital within 7 days of this 
advertisement (5716) 


LINCOLN, COUNTY HOSPITAL 


Applications are invited pa the post of 
SENIOR HOUSE OFFICER in 

which is now vacant. The post is recognized for 

FRCS Apply. with full and 

references. to the Group Secretary (5649) 


MEDWAY AND GRAVESEND HOSPITAL 
MANAGEMENT COMMITTEE 


Sheppey General Hospital, Minster. Isle of 
Sheppey, Kent 


HOUSE SURGEON (Senior House Officer grade) 
Applications are invited from registered medical 
Practitioners with previous hospital experience for 
the above post vacant now (senior of three). Ap- 
pointment will be for twelve months at a salary 
of £745 per annum. Suitable for candidate secking 
further clinical experience and opportunity for 
reading for higher qualifications Applications, 
stating age. qualifications, nationality and ex- 
perience, to be addressed to the Hospital oer. 
(5499) 


MINEHEAD & WEST SOMERSET HOSPITAL 
Minehead, Somerset 


Applications are invited for the post of 
RESIDENT SURGICAL OFFICER (S.H.O.) 
with care mainly of surgical cases under Consultant 
Staff. One other Senior House Officer Six 
months’ or one year’s appointment Vacant 
August I, 1956. Salary £745 per annum. Fur- 
nished house available for married applicant. Ap- 
plications to the Secretary, Minehead & West 
Somerset Hospital, Minehead, Somerset (5839) 


NOTTINGHAM CITY HOSPITAL (811 beds) 


Applications are invited for the post of 
SENIOR HOUSE (General Surgery) 
Vacant September 12, 1956. The post is approved 
for the F.R.C.S. The officer appointed will also 
be required to undertake certain duties in the 
Orthopaedic Department A deduction of £150 
per annum will be made for residential emoluments 
Applications, stating age. nationality, qualifications 
and experience, together with copies of not more 
than three testimonials, to be sent to the Hospital 
Secretary, City Hospital, Hucknall Road, Notting- 
ham. (5840) 


PRESTON AND CHORLEY HOSPITAL 
MANAGEMENT COMMITTEE 


Preston Royal Infirmary (400 beds) 


SENIOR HOUSE OFFICER IN SURGERY 

Post vacant September |. Recognized for 
FRCS. Applications, with names of two 
referees, to Group Secretary, Royal Infirmary 
Preston ($327) 


ROCHFORD, ESSEX, GENERAL HOSPITAL 


Applications are invited for the appointment of 
SENTOR HOUSE OFFICER ry) 

Post recognized for F.R.C.S. and is resident Post 

vacant approximately mid-August. Applications. 

Stating age, etc.. to reach the undersigned by 

August 4.-J. C. Field, Secretary. ($937) 


ROMFORD. RUSH GREEN HOSPITAL 
(301 beds) 


RESIDENT SENIOR HOUSE SURGEON 
required from July 30, 1956. Recognized for 
F.R.C.S. (No married quarters availabie.) Appii- 
cations should be forwarded immediately to 
Medical Superintendent, stating also names of two 
referces (5088) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 


top of page 25 


BRITISH MEDICAL JOURNAL 


ABSTRACTS OF WORLD MEDICINE 


Each monthly issue contains abstracts of articles selected for their importance 
from over 1,600 medical periodicals published throughout the world. Abstracts 
of World Medicine covers the whole field of medicine and brings together from 
widely scattered sources the most recent contributions to medical progress, 
abstracted fully enough to indicate their nature and value to the general reader 
and to enable the specialist to assess their importance in relation to his own 
work. Abstracts of World Medicine provides a guide to the literature in 
languages with which the reader is unfamiliar and a means of keeping abreast 
of developments in all branches of medicine. 


Annual Subscription (12 issues) £4 4s. U.S.A. and Canada $13.50 


BRITISH MEDICAL 


B.M.A. House, Tavistock Square, 


ASSOCIATION 


London, W.C.1 
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Surgery—contd. 

ROVAL WEST SUSSEX HOSPITAL, Chichester 
SENIOR HOUSE SURGEON (Deputy R.S5.0.) 


required at Royal West Susscx Hospital, Chichester 
(202 acute beds), Post recognized for F.R.CS 
Resident staff of six—R.S.0., 3 H.S.. R.M.O., and 
HP Salary £745 per annum, tess residential 
charge Vacant August 12, 1956 Applications, 
stating age, experience, qualifications, with refer 
ences, or referees, to Senior Administrative Officer. 


(5888) 
SOLTH SHIELDS GENERAL HOSPITAL 


TWO HOUSE SURGEONS 
(Pre-registration. first or second posts) of 
SENIOR SURGICAL HOUSE OFFICERS 

(according to experience) 
required immediately Clinic comprises two visit- 
ing Consultants, a Registrar and two House 
Surgeons. Posts recognized by Royal Colleges. Ap- 
plications to Medical Superintendent ($509) 


SOUTH SHIELDS INGHAM INFIRMARY 


HOUSE SURGEON 
(Pre-registration, first of second post) or 
SENIOR HOUSE OFFICER SURGEON 

(according to experience) 
required immediately Clinic comprises two visit- 
ing Consultants, a Registrar and two House 
Surgeons. Post recognized by Royal Colleges. Ap- 
lications to House Governor and Secretary. (5510) 


STOCKPORT, STEPPING HILL HOSPITAL 
S35 beds) 


Applications are invited for the post of 
RESIDENT SENIOR HOUSE OFFICER 
(Surgery) 

Vacant August 23 The post is recognized for 
the F.R.C.S. Applications, stating age, experience 
and qualifications, together with copies of two testi- 
monials, to be addressed to the Group Secretary, 
Stockport and Buxton H.M.C., 59B, Shaw Heath, 
Stockport, Cheshire ($802) 


SURBITON GENERAL HOSPITAL (72 beds) 
Kingston Group Hospital Management Committee 


SENIOR HOUSE SURGEON (Resident) 

Applications are invited for the above appoint- 
ment Salary £745 per annum, subject to a 
deduction at the rate of £150 per annum in respect 
of board, lodging and other services. The ap- 
pointment, suitable reading for higher qualification, 
will in the first instance be for a period of six 
months. Dutics entail assisting visiting consultants 
and charge of ward cases. Applications, stating age 
nationality, qualifications and experience, with 
copies of two recent testimonials, to the Administra- 
tive Officer, Surbiton General Hospital, Ewell 
Road, Surbiton, Surrey (5736) 


UNITED MANCHESTER HOSPITALS 
Manchester Royal Infirmary, Manchester, 13 


SENIOR HOUSE OFFICER (Surgical) 

To commence on November 2. 1956. Whole-time 
non-resident training post, tenable for six months, 
renewable for a second six months. Duties allotted 
in Orthopaedic, Surgical Out-Patients and General 


Surgical Units in rotation Application form 
obtainable from the undersigned, to be returned by 
August 4, 1956.-—-G. H. Taylor, Secretary. (5803) 


WEST WALES HOSPITAL MANAGEMENT 
COMMITTEE 


Pembroke County War Memorial Hospital, 
Haverfordwest (163 beds) 
(Recognized by the Royal College of Surgeons, and 
for pre-registration service) 


RESIDENT SENIOR HOUSE OFFICER 
SURGICAL 

Applications are invited for the above post, which 
is now vacant. Salary and Conditions of Service 
as laid down by the Ministry of Health. Applica- 
tions, stating age qualifications, experience, 
nationality, with names and addresses of three 
referees, to the Group Secretary, West Wales 
Hospital Management Committee, Glanewili, 
Carmarthen. ($717) 


LA END HOSPITAL 
Londen, E.1 (484 beds) 


HOUSE SURGEON (Pre- or Post-registration) 
August 25, 1956 Recognized by 


Post vacant 
Royal College of Surgeons. Application forms ob- 
tainable from Physician Superintendent, to be re- 


1956, with copies of not more 


turned by Augusi 3 
(5852) 


than three testimonials 
NORTH MIDDLESEX HOSPITAL 
dmoaton 8 


Applications are invited from pre-registration 
and registered medicaj practitioners for the post of 
RESIDENT HOUSE SURGEON 
(General, Orthopaedic, and Traumatic Surgery) 
Six months’ appointment; vacant September 1; 
recognized for F.R.C.S Applications, stating agc, 
nationality. qualifications, experience, with copics 
of recent testimonials, to Secretary of Hospital 
by July 30 (5883) 
WEST LONDON HOSPITAL 
Hammersmith Road, W.6 


RESIDENT HOUSE SURGEON (General & G.U.) 
required September 1! Pre-registration candidates 


considered. Age, qualifications, experience, copics 
two recent testimonials, to Secretary by July 28 
(5884) 


BEVERLEY. YORKSHIRE, WESTWOOD 
HOSPITAL beds) 


HOUSE SURGEON (ist, 2nd, or 3rd post) 
Vacant carly September. General surgical duties, 
some orthopacdics. Offering good opportunity for 
general experience in busy acute general hospital 
Married quarters § available. Recognized for 
F.R.C.S. Approved pre-registration post. Fully 
registered practitioners may apply. Applications to 
Group Secretary ($663) 


BLACK NOTLEY HOSPITAL, Braintree, Essex 


POSTS OF HOU SEs SURGEON AND 
HOUSE PHYSICIAN 
Applications invited for above posts. The success- 
ful applicant will serve six months as House Sur- 
followed by six months as House Physician 


gcon, 
First, second third, or pre-registration posts 
Surgical post includes dutics in general surgical 


and gynaccological wards. Recognized for F.R.C.S 
Medical post includes dutics in medical and pacdia- 
tric wards. Applications, with copies of three testi- 


1956 


Juty 21, 


ROMFORD, ESSEX, OLDCHURCH HOSPITAL 
(722 beds) 


RESIDENT HOUSE SURGEONS (3) 
required on August 16. 24 and September 29. 1956 
in the General Surgical Unit at the above hospital 
Recognized for F.R.CS Open to ecither pre- 
registration applicants or to fully registered prac- 
titioners. This very active General Surgical Unit 
of a total of approximately 180 beds affords ample 
opportunities for candidates to obtain first class 
tuition and experience. The candidates appointed 
will be attached to units of approximatcly 60 beds. 


Applications should be forwarded to reach the 
Secretary, Romford Group H.MC., Oldchurch 
Hospital, by July 27, 1956 ($385) 


ROYAL SOUTH HANTS HOSPITAL, 278 beds 
RESIDENT HOUSE SURGEON 


required carly in August Pre-registration 
didates eligible Applications, with copies of 
recent testimonials, should be forwarded to Group 
Secretary. Southampton Group Hospital Manage- 
ment Bullar Street, 

(5196) 


ROYAL WEST SUSSEX HOSPITAL, Chichester 
(202 Acute Beds) 


RESIDENT HOUSE SURGEON 
required for six months’ appointment. National 
saiary scale for first, second, or third posts. Post 
approved for pre-registration practitioners. Also 
recognized for F.R.C.S. Seven residents, including 
R.S.O. and three House Surgeons. Vacant August 
13, 1956 Applications, stating age, experience, 
qualifications, with references or referees, to Senior 
Administrative Officer (S889) 


WALLASEY, VICTORIA CENTRAL HOSPITAL 
(135 beds) 


Applications are invited for the following resi- 
dent appointments which fall vacant on September 
1, 1956, and will be for a period of six months. 
These posts are approved as pre-registration posts : 

TWO HOUSE SURGEONS 
Salary £425/525 per annum according to cz- 
perience, less £125 per annum for board, lodging, 
etc. Terms and conditions are in accordance with 
the regulations of the Ministry of Health Ap 
plications, giving details of age. nationality, quali- 
fications and experience, with names of three per- 
sons for reference. to the Administrative Officer, 
Liscard Road, Wallasey, 


moniais, to Group Secretary, Colchester H.M.C., Victoria Central Hospital, 
14, Pope's Lane. Colchester, Essex (5841) Cheshire (5435) 
CAERNARVON AND ANGLESEY HOSPITAL LAMBETH GROUP HOSPITAL MANAGEMENT 
MANAGEMENT COMMITTEE COMMITTEE 
invited for the post of Applications are invited (preferably from 


Applications are 
HOUSE SURGEON 
at the C. & A. General Hospital, Bangor 
(Recognized for F.R.C.S.) 
The appointment is for a period of six months. 
Salary and conditions of service in accordance 
with those approved by the Ministry of Health. Ap- 
plications, stating age. qualifications and experience. 
together with the names and addresses of two 
referees, to be forwarded to the Group Secretary, 
Pias Gwyn. Ffriddoedd Road, Bangor, within ten 
days of the appearance of this advertisement 
(S807) 


GRAVESEND AND NORTH KENT HOSPITAL 
4 Resicents 


HOUSE SURGEON 

Applications are invited for above resident post 
vacant August 21, 1956. The successful arplicent 
will be attached to two Consultant Surgeons and 
will have opportunities for extensive surgery and 
also special experience in vascular work Recoe- 
nized for F.R.C.S Approved under pre-registra- 
tion regulations. Salary £425 to £525 per annum 
Frequent train service to London. Applications, 
Stating age. nationality, qualifications and experi- 
ence, to Hospital Secretary (5858) 

HERTFORD COUNTY HOSPITAL 
(171 beds) (Hospital situated 21 miles from 
im) 


Applications are invited for the undermentioned 


YEOVIL HOSPITAL, Somerset 


Applications are invited for the post of 
RESIDENT SENIOR HOUSE OFFICER —Sargical 
Yeovil is the main acute General Hospital of the 
Group and affords good all round practical ex- 
perience Applications, giving age. experience 
qualifications, nationality, and names of three 
referees, to be sent to the Group Secretary, South 
Somerset Hospital Management Committee, 71. 
Higher Kingston. Yeovil (5284) 


BATTERSEA GENERAL HOSPITAL 
Battersea Park, S.W.11 


HOUSE SU a (CASUALTY OFFICER 
Combined Post. 

Resident Vacant immediately House officer 
grade, not pre-registration and not recognized for 
FRCS Apply, enclosing copies of two recent 
testimonials, to Hospital Secretary, with whom 
arrangements can be made to view the hospital 

(5662) 


nt 
HOUSE SURGEON 

General (ist, 2nd of 3rd post) To commence 

July 18. 1956 Pre-registration post: recognized 

under F.R.C.S. regulations. Applications to Group 

Secretary Hertford Group H.M.C.. Hertford 

County Hospital, Hertford. Herts (S461) 


MEDWAY AND GRAVESEND HOSPITAL 
MANAGEMENT COMMITTEE 


St. Bartholomew's Hospital, Rochester, 
(Recognired for the F.R.C.S.) 


HOUSE SURGEON GENERAL (2) 


Applications are invited for two pre-registration 
posts, vacant towards the cnd of July, 1956 if 
held by registered practitioner posts will be limited 
to six months Salary £425 to £525 according to 
experience Applications, stating age, qualifica- 
tioms, mationaliiy and experience. to Hospital 
Secretary (5556) 
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women candidates) for the post of 
HOUSE SURGEON (pre-registration) 

at the South-Western Hospital. Landor Road. S.W.9. 
Duties include general surgery, and the successful 
applicant will also be required to provide relief for 
leave of the House Surgeon at the Annic McCall 
Maternity Hospital. Application forms can be 
tained from the Secretary at the Hospital. (Pr.5664) 


BRADFORD ROYAL INFIRMARY (507 beds) 
HOUSE OFFICER (Gen. Surg. /Urol.) 


required Vacant August 1. Recognized for 
FRCS. and Pre-registration purposes Applica- 
tions in writing, stating age, nationality, and two 
referees, to the Secretary (Pr.$$27) 


BROMSGROVE GENERAL HOSPITAL, Worcester 
(423 beds) 


Applications are invited for the pre-registration 


post of 
HOUSE SURGEON 
at the above hospital. Post now vacant Applica- 
tion, with names of three referces, to the Hospital 
(Pr.5665) 


Secretary. 
BURTON-UPON-TRENT, THE GENERAL 
HOSPITAL 


HOUSE SURGEON 
required at the above Hospital as from November 
1. 1956. Post recognized for pre-registration pur- 
poses. Apply Group Secretary (Pr.5926) 


CAMBRIDGE, ADDENBROOKE’'S HOSPITAL 


HOUSE SURGEON 
for 6 months from September 1. Recognized pre- 
registration service. Apply, stating age, nationality, 
qualifications and experience (with dates) and 
copies of three testimonials, to Secretary by August 
4. Interviews August 10 (Pr.5718) 


CHELMSFORD & ESSEX HOSPITAL (162 beds) 


Applications are invited for the post of 
RESIDENT HOUSE SURGEON 
Pre-registration post. The post will become vacant 
on August 30, and offers good surgical experience 
and is recoenized for the F.R.C.S Applications, 
together with two recent testimonials, to the 
Secretary, Chelmsford Hospital Management Com- 
mittee, London Road, Chelmsford. (Pr.5737) 


Jury 21, 1956 


JuLy 21, 1956 


> 
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Surgery—contd. 

ENFIELD GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


Chase Farm Hospital, Enfield, Middlesex 


RESIDENT HOUSE SURGEON 
Pre-registration post. Vacant September 22, 1956. 
Duties with General Surgical Unit doing some 
Genito-urinary work Post recognized by the 
Royal Coliege of Surgeons, Six months’ appo.nt- 
ment. Applications, with names and addresses of 
two referees, to the Group Secretary (Pr.5896) 


FARNBOROUGH HOSPITAL, Keat (800 beds) 
HOUSE SURGEON 

required September 1 Recognized for F.R.C.S 

Preference to pre-registration candidates. Apply. 

Stating age, qualifications (with dates), and experi- 

ence, and naming three referees, to Administrative 

Officer by August 4 (Pr.5855) 


GUILDFORD ROYAL SURREY COUNTY 
HOSPITAL 33 beds) 


RESIDENT HOUSE SURGEON 
required for general surgery. Post is vacant on 
August 27 and tenable for six months. It is ap- 
proved for Pre-registration practit.oners and recog- 
nized for the F.R.C.S. examination. Applications, 
with copies of three testimonials, should be sent 
to the Hospital Secretary as soon as possibic. 

(Pr.5842) 


HUDDERSFIELD HOSPITAL MANAGEMENT 
COMMITTEE 


Huddersfield Royal Infirmary (312 beds) 


HOUSE SURGEON 

Required to commence dutics immediately. The 
post is recognized as a Pre-registration appoint- 
ment and for the F.R.C.S. Salary in accordance 
with National Scales. Applications, together with 
copies of three recent testimonials, to be addressed 
to the undersigned as soon as possible —H. J. 
Johnson, Secretary to the Management Committec, 
The Roya) Infirmary. Huddersficid (Pr.5161) 


HUNTINGDON COUNTY HOSPITAL 


Applications are invited for the post of 
HOUSE OFFICER (S ) 
now vacant. Post recognized for pre-registration 
purposes. Apply, with full particulars, and names 
of two referees. to Secretary. County Hospital. 
Huntingdon (Pr.$242) 


KIDDERMINSTER AND DISTRICT GENERAL 
HOSPITAL (112 beds) 


Applications are invited for the pre-registration 
of 


post 

HOUSE SURGEON 
at the above hospital. Post vacant from August 28. 
Applications, with the names of three referees, to 
the Hospital Secretary. (Pr.5666) 


LINCOLN COUNTY HOSPITAL (200 beds) 


Applications are invited from pre-registration 
candidates for an appointment as 
HOUSE SURGEON 
for six months to be followed, if satisfactory. by an 
appointment as House Physician for a further six 
months Apply giving full particulars to R. W. 
Howick, Group Secretary (Pr.5387) 


MAIDSTONE WEST KENT GENERAL 
HOSPITAL (141 beds) 


Mid-Kent Hospital Management Committee 


Applications are invited for the pre-registration 


post of 
HOUSE SURGEON 

Six months’ appointment. Post vacant July 1, 
1956 Salary at the rate of £425, £475, to £525, 
according to experience. A deduction at the rate 
of £125 a year is made for board and lodging, 
and other services provided. Applications should 
be forwarded, as soon as possible, to the Admin- 
istrative Officer at the hospital (Pr. 8806) 


NORTH STAFFORDSHIRE ROYAL 
INFIRMARY, Stoke-on-Trent 


HOUSE OFFICER, “General 
vacant now Pre-registration post Hospital 
recognized for F.R.C.S. Detailed applications, with 
copy testimonials, to Group Secretary, HM.C.. 


Princes Road, Stoke-on-Trent (Pr.5388) 
NORTHERN IRELAND HOSPITALS 
AUTHORITY 


Fermanagh County Hospital 
HOUSE SURGEON 
required immediately. Approved pre-registration 
post, offering experience in General Surgery. E.N.T. 
and Midwifery. Applications, with names for refer- 
ences, as soon as possibic, to the Secretary, Fer- 
managh Hospital Management Committee, Fer- 
managh County Hospital, Enniskillen. (Pr.5792) 


NOTTINGHAM CITY HOSPITAL (811 beds) 


Applications are invited for the post of 
HOUSE SURGEON 
vacant September 1, 1956. Recognized for pre- 
registration purposes. Applications, stating age, 
nationality, qualifications and experience, together 
with copies of not more than three testimonials, wo 
be sent to the Hospital Secretary, City Hospital, 
Hucknall Road, Nottingham. (Pr.5487) 


PORTSMOUTH GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Saint Mary’s Hospital (130 surgical beds) 


HOUSE SURGEON (Pre-registration) 
Posts vacant July 23, 29. and 30. Applications, 
Stating age, experience, and qualifications, together 
with names of two referees, should be forwarded 
as soon as possible to E. H. Hurst, 35, Grove 
Road South, Southsea. (Pr.9031) 


PRESTON AND CHORLEY HOSPITAL 
MANAGEMENT COMMITTEE 


Preston Royal infirmary (400 beds) 
PRE-REGISTR ATION. HOUSE SURGEON 
Post vacant immediately. Recognized for F.R.C.S. 
Applications, with names of two referees, to Group 
Secretary, Royal Infirmary, Preston (Pr.5399) 


ROMFORD, ESSEX, RUSH GREEN HOSPITAL 
(301 beds) 


RESIDENT HOUSE OFFICER (General Surgery) 
required from August 7, 1956. Post is recognized 
for pre-registration purposes and for F.R.C.S. Ap- 
plications should be forwarded immediately to 
Medical Superintendent, stating also names of two 
referees (Pr. 5092) 


ROYAL BERKSHIRE HOSPITAL, Reading 
(399 beds) 


Applications are invited from provisionally regis- 
tered medical practitioners (male and female) for 
resident post of 

HOUSE SURGEON 
Vacant August 21, 1956, and tenable for six months. 
Write, before August 10, stating age, qualifica- 
tions with dates, nationality, present post, with 
copy of one recent testimonial, to the Secretary 
(Pr.5868) 


ST. HELENS & DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


St. Helens Hespital (196 beds) 
RESIDENT HOUSE SURGEON 
Applications are invited for the above appoint- 
ment, which is recognized for pre-registration 
service Applications, stating age, date of quali- 
fication and experience, and giving two names for 
reference, should be forwarded to N. Richards, 
Group Secretary, Whiston Hospital, Prescot 

(Pr. 5905) 


NEWPORT AND EAST MONMOUTHSHIRE 
GROUP 


PRE-REGISTRATION HOUSE SURGEONS’ 
POSTS 


vacant on August 1. All recognized F.R.C 

Roval Gwent Hospital, Newport (260 ‘Sean. 
Two posts. 

Pontypool & District Hospital, Pontypool, Mon 
4126 beds). Two posts 

Write, quoting two referees and post preferred, 
to Group Secretary, 64, Cardiff Road, Newport, 

on (Pr.9713) 

NORTH AND MID-CHESHIRE HOSPITAL 

MANAGEMENT COMMITTEE 


Altrincham General Hospital and Annexe (130 beds) 


Applications are invited for the Pre-registration 


post of 
JUNIOR HOUSE OFFICER (Surgical) 

Applications to Group Secretary, The Hospital, 
Sinderiand Road, Altrincham, Cheshire. (Pr.5302) 


21, 1956 


ST. LUKE'S HOSPITAL (828 beds) 


HOUSE OFFICER (General Surgery) 
required Vacant August | Recognized for 
F.R.C.S. and pre-registration purposes Applica- 
tions in writing, stating age, nationality, and two 


referees, to the Secretary, Royal Infirmary, Brad- 
ford (Pr.S890) 


STOCKPORT AND BUXTON HOSPITAL 
MANAGEMENT COMMITTEE 


Stockport Infirmary (163 beds) 


Applications are invited for the post of 
HOUSE OFFICER 
(General Surgery and 
The post is approved for pre-registration purposes 
and is vacant September 24. 1956. Applications, 
stating age, qualifications and experience, together 
with copics of two testimonials, to the Secretary, 
Stockport and Buxton H.M.C., 59B, Shaw Heath. 
Stockport, Cheshire. (Pr. $596) 
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STAINES GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


Ashford Hospital, Ashford, Middlesex 


RESIDENT HOUSE SURGEON (Male) 
required for general surgical duties. Six months’ 
appointment vacant September 5S, 1956. Preference 
given to Pre-registration candidates. Applications, 
Stating age, qualifications and experience, with 
copies of up to three recent testimonials, to Medi- 
cal Director of Hospital. (Pr.$523) 


SUNDERLAND, ROYAL INFIRMARY 


HOUSE SURGEON 
required. Post, vacant now, is recognized for 
pre-registration experience Apply, naming two 
referees, to the Hospital Secretary, Roya! Infirmary. 
Sunderiand. (Pr. 5804) 


TORBAY HOSPITAL, Torquay (166 general beds) 


RESIDENT HOUSE OFFICER (Surgical) 
male or female, required middie June. Post re- 
cognized for F._R.C.S. and pre-registration purposes. 
There is a complement of five Resident House 
Officers. Applications, Stating qualifications, 
nationality and age, together with copy testimonials 
(quoting reference F.955/70), to the Group Secre- 
tary, Torquay District Hospital Management Com- 
mittee, Torbay Hospital, Torquay, S. Devon 

(Pr.7083) 


WARRINGTON GENERAL HOSPITAL 
(368 beds) 


Applications are invited for 
HOUSE SURGEON (Male or Femate) 
(Recognized for pre-registration) The post wil! 
become vacant on July 26, 1956. Salary will be 
£425 to £525 per annum, less a deduction of £125 
for full residential emoluments. The Staffing of 
the Surgical Unit consists of a Senior Registrar, 
Registrar, and two House Surgeons. The post offers 
a comprehensive training in surgery. Apply, eiving 
full particulars, to the undersigned.—H. L. Boot, 
Group Secretary, Warrington & District Hospital 
Management Committee, c/o General Hospital, 
Warrington, Lancs. (Pr.9171) 


WEST MANCHESTER H.M.C. 
Park Hospital, Davyhuime (General Hospital, 
433 beds) 


3 HOUSE OFFICERS (General Surgery) 
required. Pre-registration Posts recognized for 
F.R.C.S. examination. Posts vacant Mid-October, 
End October, Mid-November respectively Ap- 
plication forms from Secretary (Pr.5488) 


WEST WALES HOSPITAL MANAGEMENT 
COMMITTEE 


Pembroke County War Memorial Hospital, 
Haverfordwest (163 beds) 


PRE-REGISTRATION OF RESIDENT 
OFFICER (Sargical) 

App’ications are invited for the above post which 
will become vacant on August I next. Salary and 
conditions of service as laid down by the Ministry 
of Health. Applications, stating age, qualifications, 
exper’"nce, nationality, with names and addresses 
of wr. referees, to the Group Secretary, West 
Wales Hospital Management Committee, Glangwi!i, 


Carmarthen. (Pr.5389) 
WEST WALES era MANAGEMENT 
COMMITTEE 
West Wales General Hospital, C th 

(188 beds) 


PRE-REGISTRATION POST OF RESIDENT 
HOUSE OFFICER (Surgical) 

Applications are invited for the above post which 
will become vacant on August 8 next. Salary and 
conditions of service as laid down by the Ministry 
of Health Applications, stating age. qualifications 
experience, nationality, with names and addresscs 
of three referees. to the Group Secretary, West 
Wales Hospital Management Committee, Glanewili. 
Carmarthen (Pr.5390) 


WISBECH, NORTH CAMBS HOSPITAL 
(90 beds) 


North Cambridgeshire Hospital Management 
Committee 


HOUSE SURGEON (Pre-registration) 

Now vacant. Post offers very good all-round ex- 
perience in general surgery. Applications. naming 
two referees, to be sent to the Group Secretary 

(Pr 5400) 


IMPORTANT All intending applicants 
should read the revised NOTICE at the 


top of page 25 
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THORACIC SURGERY 


NORTH MIDDLESEX HOSPITAL 
Edmonton, 


N. 


SENIOR HOUSE SURGEON 
for Thoracic Unit 
required Six 
extension tw 


appointment with 
recognized for 


months" 
ome 


resident, 
possible 


FRCS Offers experience in all types of 
tuberculous and non-tuberculous thoracic surgery 
Applications, stating agc, nationality, qualifications, 
experience, with copies of recent testimonials and / 


to Secretary of Hospital 


or names of two referees, 
(5909) 


SOUTH-EAST REGIONAL 
SURGERY UNIT (se 
Brook General Hospital, Shooters Hill Road, S.E.18 


SENIOR HOUSE OFFICER 

mid-August. Recognized for F.R.C.S 
6 months’ appointment and may then be renewed 
for a further period. The Unit treats all types of 
Chest Discases and offers opportunity for compre- 
hensive training in Thoracic Surgery Apply to 
Group Secretary, Memorial Hospital, Woolwich. 
S.B.18 (5463) 


FAZAKERLEY GROUP OF HOSPITALS 
MANAGEMENT COMMITTEE 
Aintree Hospital, Liverpool, 9 


RESIDENT SENIOR HOUSE OFFICER—Sergical 

Applications are invited from Registered Medical 
Practitioners. The hospital is for the treatment of 
pulmonary and non-pulmonary tuberculosis, and is 
a main centre for thoracic surecry and has an 
orthopaedic department. Salary will be in accord- 
ance with terms and conditions of service for 
hospital medical staff Applications, endorsed 
Resident Senior House Officer. to be submitted im- 
mediately to the Physician Superintendemt. (5765) 


Vacant 


UNITED OXFORD HOSPITALS 
Applications are invited for the post of 
HOUSE SURGEON 

in the Thoracic Surgery Unit at the Churchill Hos- 
pital, to commence as near as possible to August 
1, for six months. Applications, stating age. quali- 
fications and experience, together with names of 
two referees. to : Administrative Assistant, Radcliffe 
Infirmary, Oxford, as soon as possible (87) 
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PUBLIC HEALTH 


CITY OF STOKE-ON-TRENT EDUCATION 
COMMITTEE 


APPOINTMENT OF DEPUTY PRINCIPAL 
SCHOOL MEDICAL OFFICER 

Applications are invited for the post of Deputy 
Principal School Medical Officer Salary Scale 
£1,415 to £1,830 per annum. Contributory Super- 
annuation. Candidates should have a Diploma in 
Public Health and considerable exper.ence as a 
School Medical Officer. The appointment is termin- 
able by three months’ notice on cither side. The 
successful candidate will be required to pass a 
medical c¢xamination Application forms are 
obtainable from the undersigned, P.O. Box No. 23, 


Town Hall, Hanicy, Stoke-on-Trent, to whom they 
should be returned by August 14, 1956.—H. 
Dibden, Chief Education Officer. (S400A) 


Jury 21, 


1956 


offices and will not be allowed to engage in private 
practice Canvassing directly or indirectly wil! 
disqualify, the applicants and candidates must dis- 
close in writing whether they are related to any 


member or senior officer of any of the above 
Councils. Particulars of the appointment and forms 
of application are obtainable from the under- 
signed Applications, endorsed “* Medical Officer 
of Health,” addressed to the undersigned at the 
Town Hall. Jarrow. must be received not later 
than July 31. 1956.—-M. L. Rothficid, Town Clerk 
of Jarrow, Clerk w the Joint Committee. Town 
Hall, Jarrow (5927) 
ADMINISTRATIVE 


NORTHERN IRELAND HOSPITALS 
AUTHORITY 


APPOINTMENT OF ASSISTANT ADMINISTRA- 


COUNTY BOROUGH OF BARROW-IN- 
FURNESS 


APPOINTMENT oF MEDICAL OFFICER 
OF HEALTH 

Applications are invited from registered medical 
practitioners holding the Diploma in Public Health 
or similar qualifications for the appointment of 
Medical Officer of Health for the County Borough 
The salary will be in accordance with the recom- 
mendations of Medical Council, Committee C of 
the Whitley Councils for the Health Services (Great 
Britain) in respect of a population not exceeding 
75,000, that is. commencing between £1,740 and 
£1,955. In addition a car allowance will be paid 
Form of application and conditions of appoint- 
ment may be obtained from the undersigned. to 
whom applications in envelopes endorsed ** Medical 
Officer of Health™ should be sent, to be received 
not later than noon on Monday. August 13 
Lawrence Allen, Town Clerk, Town Hall, Barrow- 
in-Furness (S784) 


COUNTY BOROUGH OF EAST HAM 
ASSISTANT MEDICAL OFFICER OF HEALTH 


Applications are invited from duly qualified 
medical practitioners with experience in ante and 
post-natal work, child welfare work and in work 


of the School Health Service. Salary £1,050 by 
£50 (3) by £55 (5) to £1,475 per annum. Further 
particulars and form of application (returnable by 
August 6. 1956) from the undersigned —R. H 
Buckicy, Town Clerk, Town Hall, East Ham, E.6. 
(5899) 


BOARD OF MANAGEMENT FOR THE 
ABERDEEN GENERAL HOSPITALS 


Applications are invited for the appointment ofa 
HOUSE SURGEON 
Wards of Woodend 
General Hospital, Aberdeen. for a period of six 
months from August 1, 1956. to January 31, 1957 
The post is a resident one and is approved as a 
pre-rexzistration post for provisionally registered 
practitioners. Applications, with full details. and 
giving the names of two referees, should be lodged 
immediately with the Secretary. Aberdeen General 


im the Thoracic Surgery 


Hospitals, P.O. Box 92, 62, Queen's Road. 
Aberdeen (Pr 5940) 
WOLVERHAMPTON, THE ROYAL HOSPITAL 


An Associated Hospital of the University of 
Birmingham Medical School 


H.O. Thoracic and General 
Vacant September S. Also listed as pre-registra- 


tion post Apply Secretary, with copies of testi- 
monials (Pr.5810) 
UROLOGY 


HASTINGS AND ST. LEONARDS, BUCHANAN 
HOSPITAL (94 beds) 


SENIOR HOUSE OFFICER for Urology 
Post vacant approximately August 8, recognized 
for F.R.C.S. Good married quarters available if 
required Apply to Hospita} Administrator. giving 
names of three referees (5719) 


VENEREOLOGY 


THE LONDON HOSPITAL 
Whitechapel, E.1 


Applications are invited for the post of 
SENIOR HOUSE OFFICER 


to the Department of Venereal Diseases. The post 
becomes vacant on September |! Applications (¢ 
copies), together with 6 copies of three recent 
testimoniais, should reach the undersigned by 
August 8 1956.—H. Bricriey, House Comme 
897) 


| 

IMPORTANT: All intending ey. | 

should read the revised NOTICE at 
top of page 25 P| 


LANCASHIRE COUNTY COUNCIL 


Applications are invited from registered medical 
practitioners for appointment of an 
ASSISTANT DIVISIONAL MEDICAL OFFICER 
in the Furness area of the County. Possession of 
Diploma in Public Health desirable. Salary £1,050 
rising to £1,475 per annum. Travelling and sub- 
sistence allowances. Application forms and further 
particulars from County Medical Officer, Seria! 
683. East Cliff County Offices, Preston (5930) 


TIVE MEDICAL OFFICER 

The Authority invite applications for the post 
of Assistant Administrative Medical Officer Ap- 
plicants must be at least 35 years of age and must 
have had at least 10 years’ experience since regis- 
tration. including experience in the administration 
of hospital services. The salary for the post will 
be at the rate of £1,802 per annum, rising by four 
annual increments of £80 and one increment of £51 
to a maximum of £2,173 per annum. Applications 
to be made on a form obtainable (with further 
particulars) from the Secretary. Northern Ircland 
Hospitals Authority, 44/46, Queen Street, Belfast, 
(8928) 


INDUSTRIAL APPOINTMENTS 


(Vacant) 


Attention is drawn to the B.M.A. scale of re- 
muneration for Industrial Medical Officers, which 
is available on request from the Secretary. 


THE STEEL COMPANY OF WALES LIMITED 
Tinplate Div . Swansea 

Applications are invited from registered medical 

practitioners (male) for the post of 
MEDICAL OFFICER 

Duties include supervision of the medical services 
for all the Tinplate Wor s in the Division, and the 
Officer selected will be domiciled in the Lianelly 
Swansea areca. A Diploma in Industrial Health 
would be an advantage and previous experience in 
the field of preventive and industrial medicine will 
be taken into consideration, Salary will be within 
the range as laid down by the B.M.A. Contribu- 
tory pension scheme in operation Applications. 
giving full details of qualifications and experience. 
together with names of three referees, should be sent 
to: Mr. Elwyn Williams, The Steel Company of 
Wales Limited, Carmarthen Road, Swansea. Giam., 
within ten days of the appearance of this adver- 
tisement. (S843) 


THE ROYAL BOROUGH OF KENSINGTON 
METROPOLITAN BOROUGH OF CHELSEA 


APPOINTMENT OF DEPUTY MEDICAL 
OFFICER OF HEALTH 
Applications are invited for the post of Deputy 
Medical Officer of Health of the Royal Borough 
of Kensington and the Metropolitan Borough of 
Cheisea. Applicants must be duly qualified medical 
Practitioners and also hold the Diploma in Public 
Health. Salary within the scale £1,698 6s. 8d. per 
annum rising by two annual increments of £105 and 
one of £55 to a maximum of £1,963 6s. 8d. per 
annum, plus a car allowance at the rate of £130 
per annum. Terms and conditions of appointment 
may be obtained from the Town Clerk of Kensing- 
ton. Canvassing will disqualify. Applications must 
be submitted to the Town Clerk of Kensington not 


later than 12 noon on August 31, 1956.—-J. Waring 
Sainsbury, Town Clerk. Town Hall, Kensington, 
W.8. John C. Kitchen, Town Clerk, Town Hall, 
Chelsea, S.W.3 (5789) 


UNITED DISTRICTS OF THE BOROUGH OF 
JARROW AND THE URBAN DISTRICTS OF 
HEBBURN AND FELLING 


MEDICAL OFFICER OF HEALTH 

The Joint Committee of the above invite applica- 
tions from medical practitioners possessing the 
requisite qualifications and experience for the ap- 
pointment of Medical Officer of Health for the 
above United Districts at a salary commencing at 
£1,850 per annum, rising by four annual increments 
of £55 and one of £50 to a maximum of £2,120 
per annum, plus an additional £100 per annum for 
the joint appointment Applicants must possess a 
Diploma in Public Health or a similar qualifica- 
uon and should possess experience in the adminis- 
tration of Public Health Services. The person ap- 
pointed will be required to undertake the duties 
{ Medical Officer of Health for the United 
Districts and will be expected to devote a sub- 
stantial part of his/her time to Durham County 
Council for the purpose of assisting in the adminis- 
tration of the Local Health Authority's Services in 
the No. 2 Area which coincides with the area of 
the United Districts. He /she will be required to 
devote his/her whole time to the duties of such 
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FACTORY DOCTORS 
FACTORIES ACTS, 1937 and 1948 
The following appointment as Appointed Factory 
Doctor is vacant Totton in the County of 
Southampton. Applications, which should be re- 
ceived not later than August 11. 1956, should be 
sent to Chief Inspector of Factories, 8, St. James's 
Square, London, S.W.1. (5929) 


REPUBLIC OF IRELAND 
UNIVERSITY COLLEGE, Cork 


VACANCY FOR PATHOLOGIST 

Applications are invited for the post of Patholo- 
gist in the College’s diagnostic laboratory The 
period of the appointment will be not less than 
one year Remuneration will be at the rate of 
£1,200 per annum. For further particulars apply 
to the undersigned.—James Hurley, Secretary & 
Bursar. (5941) 


OVERSEA (Vacant) 


WANTED: BRITISH GRADUATE WITH 
Special interest or experience in obstetrics for 
established group practice in Alberta small town 
with good hospital. Partnership after six months’ 
trial. Start May to June, 1957.—Box 854, B.M.J 


AUSTRALIA 
The opportunity exists to enter Partnership in 
Hobart, Tasmania. Successful applicant must have 
senior degree in Psychiatry. Conditions of Practice 
are excellent and every heip will be given to any 
Doctor interested. For complete information and 


description, Air mail (including details of ex- 
perience) to: 
British Medical Agency, 81, Collins Street. 


Melbourne, Victoria, Australia. 


ASSISTANTSHIP IN RURAL SOUTH AFRICAN 
Salary over £1,000 (tax and accommoda- 


Practice. 

tion free). Young doctor preferred Car unneces- 
Write : Thomson, Noble's Hospital, Douglas, 
.O.M. 


Jury 21, 


1956 


Jury 21, 1956 


Juty 21, 1956 
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Oversea (Vacant)—contd. 


ESTABLISHED SANITARY CENTRE IN GENUA 
with foreign clientele, especially English, for dis- 
posal, bire or partnership, with excelient residence. 
Applications to the Secretary.—Box 989. B.M.J. 


FEDERATION OF RHODESIA AND 
NYASALAND 
Medical and dental practices and partnerships 
for sale. Vacancies for assistants, locums. 
Government vacancies, ¢tc.—The Practitioners’ Ex- 
change, P.O. Box 274, Salisbury, Southern 
Rhodesia. 


RHODESIA. ASSISTANT OTOLOGIST WITH 
Fellowship required, with view to Partnership. 
Initial salary £2,500.—Box 958. B.MJ 


S. RHODESIA. ASSISTANT WITH VIEW 
required. F.R.C.S.Eng., carly partnership, excellent 
Prospects, increasing practice of two partners. 
Apply, Percival Turner Medical Agency, 25, 
Maiden Lane, Strand. W.C.2 


S. RHODESIA. THIRD PARTNER REQUIRED 
after preliminary assistantship. Rapidly increasing 
Practice. Last year’s receipts approximately 
£15,000 F.R.C.S. with GP. experience 
(Christian) required.— Details from Medical 
Practices Advisory Bureau, B.M.A.,_ Tavistock 
Square, W.C.1 

TANGANYIKA. PRACTICE FOR DISPOSAL. 
Receipts about £2,650 per annum, large proportion 
from transferable appointments. Premium £2,300. 
Details from Medical Practices Advisory Bureau, 
B.M.A., Tavistock Square, W.C.1 


Ww. AUSTRALIA. HEALTH BOARD REQUIRES 
General Practitioner for rural district with small 
hospital. Receipts last year over £A.3,000. No 
premium required, house to rent. Details from 
Medical Practices Advisory Bureau, B.M.A., Tavi- 
stock Square, W.C.1. (Agents.) 


CAMEROONS DEVELOPMENT CORPORATION 
require for service in the British Cameroons under 
the United Kingdom Trusteeship, a Medical Officer. 
Candidates should have a good experience of 
general medical and health work, and preference 
will be given to those who either possess a Diploma 
in Tropical Medicine or who have had tropical ex- 
perience The work gencrally consists of gencral 
medical and heaith supervision of all personnel 
in large plantations, but offers opportunity for 
surgery Commencing salary £1,525, rising by 
annual increments of £50. First class passages are 
provided for Officers and their wives, together with 
free quarters and heavy furniture during residence 
in the Cameroons. A reasonable amount of free 
lighting and fuei is also provided, and mecessary 
transport. An outfit allowance of £80 is payable 
on first appointment. Children’s allowances at the 
rate of £75 each are payable up to a maximum of 
two. Officers are required to contribute 10% of 
their salary to a Provident Fund, to which the 
Corporation contributes a further 15%. Tours of 
about cighteen months, with one week's leave for 
each month of service if the Officer is returning 
for further duty, otherwise half this amount of 
leave Applications, giving particulars in writing, 
to: Rubber & Mining Agencies Ltd., 52, Leaden- 
hall Street, London, E.C.3. (S778) 


CONSULTANT RADIOLOGIST REQUIRED FOR 
service in South Iran by National Iranian Oil 
Company Higher qualifications essential. Salary 
not less than £3,000 a year. Experienced practi- 
tioner required, aged between 30 to 40 preferably. 
Two-year tours of duty followed by home Icave on 
full pay. Married accommodation and family pas- 
sages availabie.—Write Box B.MJ 


MEDICAL OFFICER REQUIRED BY FALK- 
land Islands Dependencies Air Survey for tour of 
6 months’ service in Antarctic base. To leave U.K 
in September, 1956. Salary £625 a year. Free pas- 
sages, quarters, messing and canteen stores. Liberal 
leave on full salary. Candidates must possess 
qualifications registrable in the U.K Write to 
the Crown Agents, 4, Millbank, London, S.W.1. 
State age, name in block letters, full qualifications 
and experience and quote M3/43443/LD. (5781) 


CATHOLIC MISSION HOSPITALS. VACAN- 
cies in East and West Africa and India.—Apply 
Secretary, Damien Society, 47, Fitzwillian Square 
Dublin (7130) 


BAYLOR UNIVERSITY COLLEGE OF 
MEDICINE 
Texas Medical Centre, Houston, Texas 


PSYCHIATRIC RESIDENCIES 

Three year training programme in_ psychiatry. 
approved by the American Boards of Psychiatry 
and Neurology. A resident may enter in any year. 
The Texas Medical Centre, composed of two 
medical schools and a number of modern hospitals. 
is becoming noted for its research activities and 
treatment facilities. Great emphasis is placed upon 
research during the resident’s training and more 
advanced research positions are available. Salaries 
start at $2,400.00 per annum with board and lodg- 
ing. and may be supplemented. For further details 
write : Doctor Vernon Kinross-Wright, Department 
of Psychiatry, Baylor University College of 
Medicine, Houston, Texas, U.S.A. (5942) 
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A 350 BED HOSPITAL INVITES APPLICATIONS 
for Rotating Internships for a one year 
period. Honorarium $50.00 per month plus board, 
room and uniforms. Ideal for one year's training 
prior to establishing a practice in this province. 
Apply, stating qualifications, to (Mrs.) V. Burgoyne. 
N.. Assistant Superintendent, Misericordia 
General Hospital, Winnipeg 1, Manitoba. 


AUCKLAND HOSPITAL BOARD 
New Zealand 


Applications are invited from qualified medical 
Practitioners of the British Commonwealth with 
qualifications and experience in thoracic surgery tor 
the position of 
JUNIOR OR SENIOR FULL-TIME THORACIC 

SURGEON 


Green Lane 
It is desired that applicants be Fellows of a recog- 
nized College of Surgeons of the British Common- 
wealth and have had extensive training in general 
surgery and special training in thoracic surgery, The 
position is non-residential. Full details of fares 
payable to the appointee and his family are set out 
in the Conditions of Appointment. Salary : “Junior 
Specialist £1,371 to £1,671 per annum by annual 
increments of £50. “Senior Specialist £1,771 to 
£2,021 by two annual increments of £100 and £50. 
Commencing salary within these scales according to 
qualifications and experience in the specialty. Con- 
ditions of Appointment and Form of Application 
obtainable from the High Commissioner's Office, 
New Zealand House, 415, Strand, London, W.C.2. 
Applications close with undersigned at noon on 
Friday, September 14, 1956.—R. F. Galbraith, 
Secretary. (S764) 


COMMONWEALTH OF AUSTRALIA 


Servite of and Mew Guinn 
Department of Health 


MEDICAL OFFICER GRADE 1 
(Nember of Vacancies) 

£1,922 (Aust.) to £2,288 (Aust.) per annum. 

Note.—Married Officers receive an additional 
£173 per annum. 

Quatifications.—British (or Australian) registra- 
tion; possession of D.T.M. & H. or willingness 
undergo course as duty when required. 

Duties.—Gencral Medical duties including con- 
ducting of hospitals and prevention of discase. 

Eligibility.—Adult British subjects under 45 
years 

Appointment.—Permanent, subject to satisfactory 
probationary period. 

Leave.—Thiee months after each 21 months in 
Territory ; additional 3 months after cach 6 years’ 
service and 6 months’ furlough after 20 years’ 
service 

Taxation.—Income derived by residents of Ter- 
ritory from sources within Territory is not at 
pesent taxable under Commonwealth Iegislation. 

Further Inf ti & Applicati Forms.— 
Information Handbooks on the Public Service of 
Papua and New Guinea, other information and ap- 
plication forms are available from the Public 
Service Board Representative, Australia House, The 
London, W.C.2. 

ations.—Submit on prescribed form to 
Publ Service Board Representative, Australia 
House, The Strand. London, W.C.2, by August 11, 
1956. (S020) 


GOLD COAST LOCAL CIVIL SERVICE 
Gold Coast Medical Service 


Applications are invited from doctors for the 
following posts in the Gold Coast Local Civil 
Service : 

1. MEDICAL OFFICERS 
for general duties including hospitals and district 
work 
2. MEDICAL OFFICERS OF HEALTH 
Diploma of Public Health or a similar recognized 
qualification required 

Appointment may be as follows: (a) Contract for 
two tours of duty of 18 to 24 months, with gratuity 
(taxable) at the rate of £12 10s. for each compieted 
month of service ; (b) on three years’ probation for 
permanent and pensionable employment. Pension 
(non-contributory) is carned at the rate of 1 
of the final pensionable emoluments for cach 
completed month of service: (c) doctors in the 
National Health Service may leave the N.HS., 
bu" retain their superannuation rights while in the 
Gold Coast (up to six years) and receive a gratuity 
(taxable) of 20% of their Gold Coast salary. 
Salaries for Officers appointed under (a) range 
from £1.330 to £2,310 a year and under (b) and 
(c) £1,055 to £1,850 a year, starting point being 
determined by qualifications and experience. 
Quarters at rental not exceeding £150 a year 
Income tax at local rates Free passages for officer, 
wife, and up to three children under 13 years of 
age. Annual local leave is permissible, and 
generous home leave is granted after cach tour 
Application forms from Director of Recruiurent, 
Colonial Office, London, S.W.1 (quoting BCD 
117/13 /04). (9440) 
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GOLD COAST y CIVIL SERVICE 
Ministry of Health 


SPECIALIST OPHTH ALMOLOGIST 
required to operate an ophthalmological unit in a 
major hospital and to study diseases of the eye in 
the field as and when required. Candidates must 
be registered medica! practitioners holding either a 
Fellowship of one of the Royal Colleges of 
Surgeons or a Diploma in Ophthalmology, and must 
have had not less than four years’ approved full- 
time hospital expcrience in eye diseases, preferably 
under the direction of a fully qualified specialist, 
atter hospital experience in House posts. Appoint- 
ment would be to Gold Coast Civil Service on con- 
tract for two tours of duty of from 18 to 24 
months cach in the first instance with gratuity on 
satisfactory completion of service. Basic salary 
scale would be £2,400 to £2,700 a year. Gratuity 
(taxable) payable at rate of £12 10s. for cach com- 
picted month of service. Candidate in the 
National Health Service may leave the N.H.S. but 
retain his superannuation rights (up to a miximum 
stay of 6 years). Salary in this case would be in 
the scale £1,900 to £2,200 a year, and the 
gratuity 20% of the aggregate of salary. Starting 
point in both salary scales is determined accord- 
ing to qualifications and experience. Quarters at 
rental not exceeding £150; income tax at local 
rates ; free passages for officer, wife and up to 3 
children under 13 years of age. Generous home 


leave. Application forms from Director of 
Recruitment, Colonial Office, London, S.W.1 
(quoting reference BCD 117/13/03). (5913) 


HER MAJESTY’S OVERSEA SERVICE 
Gevernment of British Guiana 


MEDICAL SUPERINTENDENT 
required to take charge of Mental Hospital at 
Berbice, to supervise staff, patients, revenue and 
expenditure and the psychiatric clinic heid monthly 
at Georgetown. Appointment on permanent basis 
with pension (non-contributory), Doctors in the 
National Health Service may licave but retain their 
superannuation rights (up to six years) and receive 
on lcaving oversca cmployment a gratuity (taxable) 
of 20% of the aggregate of their salary. Salary 
£1,800 per annum plus non-pensionable allowance 
of £250 per annum in lieu of consultation fees. 
Private practice not permitted. Pension is | / 600th 
of final pensionable emoluments for cach com- 
pleted month of service. Income tax at local rates. 
Free unfurnished quarters provided. Gencrous home 
leave. On appointment free passages for officer, 
wife and children under 18 years, not exceeding 
5 persons in all. Free passages on leave for officer 
and wife only. Candidates must possess medical 
qualifications registrable in United Kingdom, hold 
a Diploma in Psychological Medicine and have 
had at least two years’ experience in a Mental 
Hospital. Application forms from Director of 
Recruitment, Colonial Office, ondon, S.W.1 
(quoting BCD 117 /30/05) 


. MAKERERE COLLEGE 
The University College of East Africa 


tions are invited for 
2 SENIOR REGISTRAR POSTS 
in the Department of Medicine 

one for January, 1957, the other for July, 1957. 
Tenable 2 years in first instance. Salary on scale 
£1,254 to £1,950 per annum according to 
qualifications and experience. Cost of living 
allowance 10% of salary (max. £162 per anoum). 
Allowance £50 per annum per child (max. £150 per 
annum). F.S.S.U. Free passages for member of 
staff and family (up to four adult passages) on ap- 
pointment, termination, and leave (three months 
every 21 months). Rent according to quarters pro- 
vided, £45 to £84 per annum (including basic 
furniture), Detailed applications (6 copies), nam- 
ing three referees, by August 10, 1956, to Secretary, 
Inter-University Council for Higher Education 
Overseas. 29. Woburn Square, London, W.C.1, 
from whom further particulars may be —, 

(5782) 


“UNIVERSITY COLLEGE, Ibadan, Nigeria 


CHAIR OF OBSTETRICS AND GYNAECOLOGY 

Applications are invited for Chair of Obstetrics 
and Gynaecology. Duties consist of clinicai work, 
research and work preparatory to the clinical tcach 
ing of medical students. The departmen is 
expected to begin the move to the new teaching 
hospital in January, 1957. London University in- 
spection will be requested with a view to accept- 
ing clinical students from October, 1957. Rich field 
for research The Professor will be offered 
honorary contract as consultant by Board of 
Management of University College Hospital. Salary 
at present: £2,850 per annum. Appointment to 
retiring age (normally 60 years). Allowance for 
up to three children, £50 per annum per child 
resident in Nigeria, £100 per annum per child 
resident elsewhere. Part furnished accommodation 
at‘rent up to 7.7% of salary. Passages paid for 
member of staff, wife and up to three children 
under 11 years on appointment, overseas lcave 
and termination. F.S.S.U. Outfit allowance £60. 
Applications (12 copies), detailing qualifications and 
experience, and naming three referees, by August 
13, 1956, to Secretary, Senate Committee on Col- 
leges Overseas in Special Relation. University of 
London, Senate House. London, W.C.1, from whom 
further particulars may be obtained. (S783) 


= | 
= = 


44 


Oversea (Vacant)}—contd. 


UNIVERSITY COLLEGE, thadan. Nigeria 
Faculty of Medicine 
Applications ar nvited for the | nz posts 
EAR, NOSE dl THROAT SENIOR 


LECTURER 
OPHTHALMOLOGY ‘SENIOR LECTURER 
Apr tmen nit » 3 


r m January 1, 195 
Present salary 100 to £2,250 
annum \ nder 
yea d Nig 
or £10 inn j wher 
Part furnished a mmod at nt up t 

slary. Passages for pointec, wife and up t 
hiidren under ws ON apporntment verscas 
leave and termination Chutfit a wance 
160 Applicat s (6 Jcta qualifications 
and cxy and naming 3 reter by August 20 
1956, t S etary. Scnate Committce n ¢ cges 
Overseas in Sp a! Relation, University of London 
Senate Hous London, W.C.1, from whom further 
particulars may t tained (S898) 
WANTED. INTERNS FOR JULY OR SEPTEM- 
ber of 1956 Salary S100 monthiv with tull main 
tenance 12 month rotating serv Teaching 
programme Write, Thomas J, Quigicy, M.D., St 
Vincent's Hospital, Staten Island, New York City 
N.Y 

WELLINGTON HOSPITAL BOARD 
Wellington, New Zealand 
WHOLE-TIME ANAESTHETIST 

Applications invited from Medical Practi- 
tioners tor the position as whole-time Anaecsthectist 
at the Wellington Hospital pplicants must either 
be registered in New Zealand or hold qualifications 
entitling them to registration in New Zealand and 
preferably a Post-Graduate Diploma in Anaesthe- 
tics (DA rFFARCS The position will be 
designated under the Hospital Employment Regula- 
tions as that of Jumor Specialist, salary scale £1,290 
to £1.590 plus in cach case the General Wage 
Increase of £81 7s. per annum A Junior Specialist 
in accordance with the Regulations, must cither 
(a) Hold a higher qualification appropriate to the 
specialty in which he is employed and have had 
two years Of MOre experience in the specialty or 
(b>) Have been qualified for a peried of six years 
or more and have had three years or more practical 
experience in the specialty in which he ts employed. 
Duties to commence as soon as possibk Applica- 
tions, giving fu particulars as to age. qualificanons, 
expecricnce whether marricd singlic and when 
available to commence duty, should be addressed 
to the Secretary. Wellington Hospital Board, 
Wellington, New Zcaland, and will be received 
up to 9 a.m. on Monday, August 13, 1956.--J. B 
I. Cook, Secretary (S776) 


UNIVERSITY AND RESEARCH 
APPOINTMENTS, ete. 


MENTAL HEALTH RESEARCH FUND 


FELLOW SHIP 

Applications ar invited for Mental Health 
Research Fund Fellowships from suitably qualified 
persons wishing to pursu full-tum research work 
bearing on biems of mental health whether in 
clin psychiatry of n nc us supporting 
scrences Both senior and junk fellowships are 
Offered in the salary ranges of £700 to £1,200 and 
£1,300 to £2,000 Cinclusive of superannuation). The 
appointments will be for up to thr years in the 
first instanc Furthe information the 
Secretary Mental Heaith Research Fund, 43 
Queen Anne Street. W.1 S419 

ST. THOMAS’S HOSPITAL MEDICAL 
SCHOOL. . Leadon 

Apr ations are for the post of 

SE NtoR LEC in Clinical Patho'ogy 
post tresponds to consultant post in the 
National Health Service, and carries the ppro- 
priate salary Further information may be obtained 
from the Dean of the Medical School, to whom 
applications, with the names of two referees. should 
be addressed and should be received by August 20 
1956 (S805) 


UNIVERSITY OF MANCHESTER 


Applications are invited from candidates with 


BRITISH MEDICAL JOURNAL 


THE UNIVERSITY OF MANCHESTER 


| Applications for the post of : 
| LEC i RER IN soc IAL AND PREVENTIVE 
| MEDIC ~ 


medical ners 


mvited from st practitx 

Ihe post is a i syppointment between the 
University and h Lancashire County Council, 
v the person a ! in addition to car- 
ryir it lecturing d the University, will 
uf it Juties nor associated with an 
As int Divisional Med Officer in the ncigh- 
b iinet Salary on a scale 
rising to £2,000 per membership of 
and ~Children Scheme. Initial 

sala fixed according ations and cx 
Applications sh sent not ater 
| Septemt 4 Registrar, the 
rsity. Manchester whom  fturther 
j liars and forms of appli cation may be ob- 
| (5766) 


NOTICES 
APPLICANTS ARE ADVISED NOT TO SEND 


riginmal testimonials when replying to advertise- 
ments Copies will answer the purposc quite as 
well, and in the event of them being lost or ms 
laid no inconvenience will ecnsuc. 
FAMILY PLANNING ASSOCIATION 
Sub-Fertility Centre. Investigation and advice 
» treatment of subfertility problems Patients 


hospitals and clinics 
urine accepted 


doctors, 
Specimens ot 


accepted only thre 
Pregnancy Diagnosis. 
for testing (Hogben Test) from doctors, hospitals 
ind clinics anywhere Results available within 24 
hours of receipt of specimen Telephone or write 
tor details: Family Planning Association, 64, Sloane 
Street, London. S.W.1 Sloane 9112 


PREGNANCY DIAGNOSIS BY THE XENOPUS 
METHOD, 24-hour service Send specimen of 
urine and Haematology, Biochemistry, Flame 
Photometry._-Welbeck Biological Laboratories, 26 
Park Crescent, Portland Place, 4.1. 


MUS. 5386-7 
EDUCATIONAL AND LECTURES 


fee 


SURGIC COACHING BY ™MLS., F.R.C.S. 
Box 975, MJ 

M.R.C.P. LONDON, Correspondence coaching 
course recently prepared by experienced tutors. 
includes help with the clinical examination 
Write. J. Arnold, 189. Regent Street. W.1 
MEDICAL CORRESPONDENCE COLLEGE, 19, 
Welbeck Street, London, W.1, provides COACH- 
ING for all Medical Examinations. D.A., F.F.. 
D.P.M D.O DLO, DCH D.M.R.D 
D.P.H.. MR.CP.. F.R.CS.. M.D. thesis and all 
qualifying cxams by a staff of highiy qualified 
Tutors, Honoursmen, and Gold Medalis’s. Com- 
plete Guide to Medical Examinations sent free on 
application Applicants should state in which 
qualification they are interested 

POSTAL COACHING FOR ALL MEDICAL 
EXAMINATIONS. Examination successes 1940- 
1985: M.R.C.P Lond., 234; F.R.C.S_Eng.. Primary, 
18S; F.R.CS Eng. Final, 262; M. and D.Obst. 
R.C.0.G., 312: D.A., 262; D-C.H., 183; Univer- 
sity and Conjoint Finals, 751 Up-to-date courses 
for the M_D.Lond.. M.R.C.P.Edin., F.R.C.S_Edin., 
DPH.. DPM Assistance with M.D 
Thesis. Prospectus, list of tutors, etc., on application 
to G. E. Oates. M_R.C_P(Lond.), University 


Examination Postal Institution 17, Re Lion 
Square, London, W.C.1. “Phone : HOLborn 6313 


SOCTETY OF APOTHECARIES OF LONDON. 


DIPLOMA IN INDUSTRIAL HEALTH.-The next 
examination will begin on Monday. December 3 
1956 The following examination will be held in July, 
1957 For regulations apply Registrar, Apothe- 
caries’ Hall, Black Friars’ Lane, London, E.C.4 


PHARMACISTS, DIETITIANS 
DISPENSERS, NURSES, ETC. 
AVAILABLE 


Nurse, S.R.N., S.C.M., seeks interesting post- 
tion. home or abroad.—Box 995, B.MJ 


RECEPTIONISTS, SECRETARIES, 
TYPISTS, HOUSEKEEPERS, ETC. 
VACANT 
Confidential Secretary for Medical Household in 


Jury 21, 1956 


26, free October. 
974, BMJ 


Shorthand-T) pist, Lancashire 


or Cheshire.—Box 
theses, copied 
with Manton 
S.Wil 


Applicants requiring testimonials, 
or duplicated, should communicate 
Service, Ltd., 98, Victoria Street 


Secretarial 
(Victoria 0141), who are specialists 


fhorough!)-trained Temporary or Permanent 
Medical Secretaria! Staff may be engaged through 
Brook Street Bureau. of Mayfair, Lid., $9, Brook 
Sueet, W.1 MAY 


First-class work. 
Sybil Rang, 21 


ETC. 


Iypewriting and Duplicating. 
Electric typewriters Moderate 
Heath Street. NW.3. HAM $329 


CONSULTING ROOMS, 
AVAILABLE 


S.C., partly furnished, ground floor flat to tet 
as consulting rooms only. Good residential district 
near Hospitals & main bus routes. Bradford, York 


shire. —Box 976, B.MJ 
Upper Wimpole Street. Now vacant, in quiet 
house, Consulting-room and private Waiting-room 


accommodation and many ameni- 
ties Entire suite on one floor, formerly occupied 
by well-known surgeon for 11 years.—Write. Miss 
Jerrom, 14A, Upper Wimpole St... W.1 Telephone 
after 6 p.m. Welibeck 6262 


HOUSES AND PROPERTY FOR SALE 

The possibility of opening up a practice is NOT 

implied by the appearance of an advertisement 
under this heading. 

Doctor's widow must dispose of her delightfully 

Yachting, 


with residential 


situated residence in Northern Ireland 
golfing. hunting, fishing.—Box 993. BMJ 
Essex, Upshire, Waltham Abbey. Modern (1939) 
house for sale Ideally situated. 4 beds plus 
Maid’s. 2 Rec., Cloaks, etc. Full Central Heating 
Laree Garage acre Garden. £4,500 for quick 
sale. —Curtis, “Temple Mead.” Pick Hill, Up- 
shire, Waltham Abbey. Essex. Telephone Waltham 
Cross 2582 No agents please 
ACCOMMODATION 
(Coavalescence, Holidays, etc.) 
AVAILABLE 
TO LET IN MARYLEBONE ROAD RESIDEN- 
tial block. one very large room and two smailer 
rooms, compietely self contained with toilct and 
h. & c.—Box 977, B.MJ 
WANTED 
DOCTOR, WIFE, CHILD, REQUIRE FLUR- 
nished accommodation August, 9 months, reason- 
able access W.C.1.--Box 992, B.MJ 
HOTELS 
CENTRAL WALES. ABERNANT LAKE 
HOTEL, Liaawrtyd Wells. For rest, recreation, 
personal attention and excellent cuisine. Lovely 
country setting. Privately owned golf course, fish- 
ing, tennis, shooting, riding. pony trekking. Inter- 
esting brochure on application 


ABUNDANT HEALTHGIVING SUN- 
shine in Malta No foreign currency required 
every comfort for convalescence. at luxurious 
HOTEL PHOENICIA. Full colour booklet sent 
on application. Ask your Travel Agemt or ‘phone 
GERard 6477 


MISCELLANEOUS 
For Sale. Two Watson Diathermy machines, one 
gas-cooled ; also Hanovia Sunilamp. View any time 
—O'Loghien. 100, South Side, London, SW 
Teil TUL 2481 


MALTA. 


Broaze emegiates, send size and lettering for 
free proof.—Abbey Craftsmen, 78, Osnaburgh 
Street, N.W.1 EUSton $722 

Bronze Name Plates with cream 
ing Send size and lettering for estimate 
117, Gower Street, London, W.C.1 

Microscopes. Highest prices 
modern types Send or bring your 
valuation Heaton, Lid., 127, 
Sureet 

aie Bronze. Brass, Plastic. Sketch and 
estimates free Austin Luce & Co., 19, Colicec 
Road, Harrow, Middlesex. HARrow 3839 


enamel letter- 
Osborne 


paid for good 
equipment for 
New Bond 


MEDICAL PRACTICES 
ADVISORY BUREAU 


medical qualifications registrabie ir this country for - » » » 
inchester Must have considerable secretarial ex- . _ 

the post of APPOINTMENTS INFORMATION SERVICE 

perience with knowledge of book-keeping Abie 

Go RER IN to drive car an advantage Please write giving full seck nz information about gy in 

G xl research facilities are available alary (£ ster ictails of experienc qualifications, age and salary the various fields of medical practice or imtroduc- 

ime) on the scale £1,000 £1,800 per annum required to Box 990 $ MJ tions as locums assistants or partners, are imyvited 

of F.5.5.U. and Children's Aliow Required, experienced typist with good knowledge | Address enquiries to the Medical Director 

ance Scheme nitial sa rding to qualifica of medical terms. full or part-time, no shorthand — at 

tions and experience success! candida an 7 MLA. Ouse, aviste ware, ondon, 

will be expected to take up his dutics as soon as | — Apply Box 900. BMJ W.CL, Telephone number: EUStos 5601/2 

- pp ¢ sent. not general practice 20 miles north of London, staff Telephone 

P kept, no children, good pay and pension prospects . _ 
rms pplicatio obtained sumber: Centra 

Ove : nts should send ictters of applica AVAILABLE 234, St. Vincent Street, Glasgow. C.2. Tele- 

bon, giving details of qualifications and expericn Doctor's widow, 50's, S.R.N.. secks post as phone number: Central 5636. 

and showld submit the names of at least three Housekeeper. With daily help. Southern Counties The services of the Medical Practices Advisory 

persons to whom recferen may be made $251 preferred Box 959. BMJ Bureau are free to members of the Association 

Published by the Proprietors, the British Medical Association, Tavistock Square, London, W.C.1, and printed by Fisher, Knight & Co., Ltd., 


he Gainsborough Press. St 
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Entered as Second Class at New York, U.S.A., 


Post Office 


BRITISH MEDICAL JOURNAL 


Jury 21, 1956 


CHARGES FOR CLASSIFIED ADVERTISEMENTS 
(Revised JULY 1, 1951.) 


To economize in paper, bookkeeping entries, and avoid delay, please send payment with the advertisement 


‘or, 


Advertisement Direct 
“ British Medical 
B.M.A. Hines ‘Tevistock Square, London, W.C.1. 
Members should include the word “ MEMBER ™ underneath their signature. 


comming, Sans paasded Shay: sec this office by not later than first post on the FRIDAY of the 


Monday prior 


Cancellation 
DO PLEASE WRITE ADVERTISEMENTS AND 
NAME AND ADDRESS CLEARLY IN BLOCK LETTERS 


HOSPITALS 
Lae Minimum charge £1 16s. for 4 lines (display rules 
THE SERVICES counting as lines). 9s. a line thereafter. 
Vv I 
Rename. Box number address forms part of the advertise- 
INDUSTRIAL d ment and counts as 6 words (I line). An additional 
es fo AND Is. is charged to cover box fee and addressing and 
SCHOLARSHIPS AND 
STULENTSHIPS 
NURSING HOMES 
PRACTICES (Exec. J 
MEMBERS—PER INSERTION 


HIPS Box No. With name and address 
PRIVATE BARGAINS 


30 
Additional words: 6s. for each 6, or less 
NON-MEMBERS—PER 


NURSES With Box No. h name and address 

HOUSEKEEPERS 12 words 23s. 6d. charge 18 ae -- 

SEC.-TYPISTS 37s. 6d. 

MOTOR CARS ; Additional words: 7s. $0. for each 6, or less 

PERSONAL 

NOTICES 

z MEETINGS PER INSERTION 

APPTS. ith Box No. ith name and address 
TELS ‘ ate: 37s. (minimum charge) nk: = minimum charge) 

CRUISES AND TOURS 18 


Additional words: 1 


MOTOR “4. , Gls. 
MISCELLA’ 


J 
ACCOMMODATION 
(Convalescence, i ete.) PER INSERTION 
imum 
TYPING AND Additional words: 9s. for cach 6, or less = * 
DUPLICATING 
DISPENSERS PER INSERTION 
13s. (mnt 
Additional words: 4s. for each 6, or less “ 


ABROAD. Copies of vacancies advertised in the Journal can be sent by AIR MAIL. 
The minimum cost is 3s. per week, which covers up to three separate : additional headings 
Is. each. of the Advertisement Director, B.M.J. 


effort is made to ensure the accuracy of advertisements appearing in the Journal. No recommendation 
ts by acceptance, and the British Medical Association reserves the right to refuse or interrupt the insertion 


of any advertisement. 
REPLIES TO BOX NUMBERS. The names snd addresses of advertisers under box numbers are held 
ies can be enclosed in one envelope, addressed to the Advertisement Director, They will be 
to the in plain envelopes. 


Advertisement Director, British Medica! Journal, House, Londen, 
Telephone: Euston 4499. Telegrams: Britmedads, Westcent 


CHISWICK HOUSE, PINNER, MIDDLESEX 
Telephone : Pinner 234 
Private Nursing Home for Mental and Nervous 


NORTHUMBERLAND HOUSE All forms of 
4. country houses in joining grou o a 
Lane Toke Finchley S283, Med. Supt. | acres respectively. 12 miles from London. Trains 
i cho-Anal every 15 minutes from er nner. 
ytical Socy | Dougias Macaulay, M.D., D.P.M 


CHEADLE ROYAL, CHEADLE, 
CHESHIRE 
Registered Mental Hospital 


President : 
‘The Mes, The. Bet of Detty 
Medical Superintendent 
W. V. Wadsworth, B.Sc.. M.B., MRCP, D.P.M. 


This hospital receives all types of patients who 
are suffering from psychological and senile illnesses. 
It has recently been extensively redecoraicd and 
central heating has beeg instaliced throughout. 
making it one of the most luxuriously appointed 
hospitals. in the country. Private rooms, with 
special nurses, can be provided. 


All patients receive very careful and 
clinical and pathological investigation, 
modern psychiatric treatment is available, 
deep insulin therapy. Psych tr 
is employed in suitable cases. 


OCCUPATIONAL THERAPY is special 
feature of the hospital and there are excellent 
facilities for indoor and outdoor recreation-—tennis, 
cticket, Croquet, badminton, billiards, cinema, 
television, ctc. 

GERIATRIC UNITS for mild cases of senility 
are provided where patients can pursue as normal 
a life as possible. 

The hospital is situated in 300 acres of picasa 
Cheshire parkland, and yet is only 9 miles ya 
Manchester, 


GLAN-Y-DON is the hospital's lescent 
home overlooking the sea at Colwyn Bay. It is 
extremely comfortable and well appointed and has 
its own farm and market garden. 


oom terms and further particulars, apply to the 


Telephone: GATLEY 


ST. ANDREW’S HOSPITAL, NORTHAMPTON 
for Nervous and Mental Disorders 


President: The Earl Spencer, Medical Supt.. 
Thomas Tennent, M.D., F.R.C.P., D.P.H.. DPM 


This Registered Hospital is situated in 130 acres of 
park and pleasure grounds. Voluntary patients who 
are suffering from incipient mental disorders or who 
wish to prevent recurrent attacks of mental troubic, 
temporary patients and certified patients of both 
sexes are received for treatment. Careful clinical, 
biochemical, bacteriological and pathological ¢xam- 
inations. Private rooms with special nurses, male or 
female, in Hospital cr in one of the numerous villas 
in grounds of the various branches can be provided. 


MOULTON PARK.—Two miles from the main 
Hospital there are several branch establishments and 
villas situated in a park and farm of 650 acres. 
Milk, meat, fruit and vegetables are supplied to the 
Hospital from the farm, garderis, and orchards of 
Moulton Park, Occupational therapy is a fcature 
of this branch and patients are given every facility 
for occupying themselves in farming, gardening and 
fruit-growing. 


WANTAGE HOUSE,—This is a Reception Hospital 
in detached grounds with a separate entrance to 
which patients can be admi it is « d with 
all the apparatus for the complete investigation and 
treatment of Mental and Nervous Disorders by the 
most modern methods; insulin treatment is avail- 
able for suitable cases, It contains special depart- 
ments for hydrotherapy by various methods, includ- 
ing Turkish and Rossian baths, the prolonged 
immersion bath, Plombitre’s treatment, etc. There 
is an Operating Theatre. a Dental Surgery, an X- 
ray Room, an Ultra-Violet Apparatus, and a de- 
partment for Diathermy and High-frequency treat- 
ment. It also contains Laboratories for biochemical, 
bacteriological and patho} al research. Psycho- 
therapeutic treatment is employed when indicated. 


BRYN-Y-NEUADD HALL,-~The seaside house of 
St. Andrew's Hospital is bei utifully situated in a 
Park of 330 acres at Liam airfechan amidst the 
finest scenery in North Waites. On the North-West 
side of the Estate, a mile of seacoast forms the 
boundary. Patients may visit this branch ‘or a 
short seasidé change or for longer periods. The 
hospita! has its own private bathing house on the 
seashore. There is trout-fishing inthe 


At all the branches of the Hospital there are cricke! 
grounds, football and hockey grounds, lawn tennis 
courts (grass and hard courts), croquet grounds 
golf courses and bowling greens. Ladies and 
gentiemen have their own gardens, and facilities 
are provided for handicrafts such as carpentry, etc 


For tetms and further particulars apply to the 


Medical Superintendent (Telephone No.: North- 
p 4354 (3. lines) ), who can be seen in London 


WYKE HOUSE, ISLEWORTH, MIDDLESEX 
SPRINGFIELD HOUSE, sear BEDFORD A private Hospital for individual treatment of 

"Phone: Bedford 3417 all forms of Netvoas and Mental Hiness including 
For Mental Cases (including the aged). Fees Alcoholism, Voluntary and certified patients of 


from ni uinea: eek, For forms of admis- both sexes are admitted and particular attention 
is given to the needs of the aged. Apply, Resident 


sion, ete. iy to - ident Physician, Cedric 
w. Medical Superintendent. Tel.: EALing 7000. 
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by appoinunent. 


THE HERMITAGE, TWYFORD, BERKSHIRE 

A country house Nursing Home for treatment of 
Neurdsis and Addiction, Brochure from & 
Pitysician. Tel.: 53. 


= 
—— 
APPOINTMENTS 
DIETITIANS 


BRITISH MEDICAL JOURNAL Jury 21, 1956 


— 


FOR THE PATIENT WHO NEEDS A GOOD NIGHT'S SLEEP 


Doriden 


a-phenyl-c-ethyl glutarimide 


SAFE NON-BARBITURATE HYPNOTIC 
FREE FROM “HANGOVER” 


Tablets of 0.25 g. in bottles of 25, 100 and 500 


“Doriden’ is a registered trade mark. Reg. user. CIBA LABORATORIES LIMITED, HORSHAM, SUSSEX Tel: Horsham 4321 Grams: Cibalabs, Horsham 


2/s 


reduces the pressure gradually and safely.... 


Of proved value in the treatment of mild to moderate hypertension, ‘Rauwiloid’ is 

a purified and standardized fraction of Rauwolfia serpentina in tablet form. It lowers 

elevated blood pressure gradually, slows the pulse rate, and so reduces cardiac effort. 

A calm, tranquil sense of well-being is induced, without drowsiness, and with little 

impairment of alertness. Dosage is not critical, and there are no important side-effects 

or contra-indications. Mental depression is unlikely to be encountered when 

*Rauwiloid’ is used in the recommended dosage. It is the medicament of choice for , 
hypertension in its early stages, in order to arrest progression. 


‘Rauwiloid’ contains 2mg. of the active hypotensive : 
alkaloids of Rauwolfia serpentina per tabiet, undesirable i - 


* Rauwiloid’ is a registered trade-mark. Regd. Users : extraction process. 
Ri ER LABORATORIES Limtiteo Dosage is simple — two tablets at bedtime 
LOUGHBOROUGH . Leics Full literature on request. 
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